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The frontispiece shows photomicrographs of bone marrow par- 
ticles from a 46-year-old man with acute leukemia before and after 
treatment with a combination of a folic acid antagonist and a purine 
analog. 

Before treatment (top) leukemic cells have densely infiltrated the 
marrow. ‘The various types of cells ordinarily seen in normal bone 
marrow are virtually absent. 

Following treatment (bottom) leukemic cells are no longer recog- 
nizable in the section. A decrease to normal in overall cellularity 
is evidenced by the fat content in the marrow particle. The precur- 
sors of red blood cells and white blood cells are now present in proper 
proportion. This marrow is morphologically indistinguishable 
from normal. The patient’s symptomatology remitted and he re- 
turned to clinical well-being. 

A review, “The Chemical Control of Cancer” by Dr. James F 
Holland, appears on page 1151. 
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AN ADVANCE REPORT 


By JERRY SOLON, M.A., 
and ANNA MAE BANEY, B.A. 


URING the past two decades, the nursing 
home as an institution has developed as 

a significant part of this Nation’s medical care 
facilities. For the first time, a national inven- 


Mr. Solon and Miss Baney are health program 
analysts with the Division of Hospital Facilities, 
Public Health Service. They prepared this report 
under the general direction of Dr. John W. Cronin, 
chief of that division. 
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tory has been taken to determine how many 
such homes there are and how many people they 
can accommodate. This is the story of how the 
inventory came about and what it has un- 
covered. 

Interest in nursing homes has increased 
remarkably in the last few years. It has not 
required any research to observe that there 
has been a heightened public awareness of nurs- 
ing homes, along with a continued increase in 
their number; that there has been an upsurge 
of concerns with standards for these homes and 
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with their licensing by public authorities; that 
nursing home operators as a group have moved 
toward organized professional association. 
The Congress of the United States has recently 
taken cognizance of the nursing home and has 
made funds available through the Public 
Health Service and the States to assist in the 
construction of nonprofit nursing homes, as 
well as other types of medical care facilities (7). 

Since the enactment of the Hospital Survey 
and Construction Act in 1946, the Public Health 
Service has had the responsibility of assisting 
communities, through the designated official 
State agencies, in developing plans for the con- 
struction of chronic disease hospitals, and in 
constructing such facilities, as part of the 
overall hospital construction program (2). 
With the years came an increasing recognition, 
however, that the planning of chronic disease 
hospital facilities could not realistically be di- 
vorced from the related role of nursing homes. 
Although this relationship has been recognized, 
apparently no one has known what criteria of 
adequacy and balance of numbers to apply in 
planning these facilities interrelatedly. It be- 
came evident very soon that we could not ex- 
plore this interrelatedness directly, owing to 
lack of the most elemental information about 
nursing homes on a national basis—that is, how 
many nursing homes are there, and where are 
they? Nor could an informed approach be made 
in planning the implementation of the new 
amendments relating to nursing home construc- 
tion in the absence of such elemental facts. 
This lack of basic information has also been an 
obstacle to many others who have a related con- 
cern in the area of nursing homes. 

With the aim of supplying basic national 
data on the number and types of existing nurs- 
ing homes, the Division of Hespital Facilities 
of the Public Health Service set out to take a 
national inventory. This was accomplished 
through the State agencies administering the 
Hospital Survey and Construction Program. 
Each State agency was asked to furnish in- 
formation which was already available to them 
or to other agencies and organizations or which 
was readily obtainable through such sources. 
To the extent that detailed field surveys were 
not requested for this particular purpose, the 
resulting data lack some degree of acctiracy and 
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completeness. We regard the results, however, 
as at least getting us into the area of reliable 
data, where heretofore we have had nothing or, 
at best, unverifiable estimates. 

This advance report is being made while fur- 
ther processing of detailed data reported in the 
inventory is still under way. When the results 
of the complete processing become available, 
they will permit (a) the refinement of the esti- 
mates presented in this report, (0) a more pene- 
trating analysis, on a local rather than State 
basis, of the nature of the distribution of these 
facilities, and (c) the publication of a final and 
complete report on the findings of the inven- 
tory. In view of the widespread demand for 
such data and their timeliness with respect to 
immediate problems, this preliminary analysis 
is designed to report some of the basic findings 
as early as possible. 

The information presented is based on re- 
ports received during April to October 1954 
from 47 States, the District of Columbia, Alas- 
ka, Hawaii, and Puerto Rico. For ease of 
comparison, we will refer to all of these 51 
jurisdictions as “States.” The Virgin Islands 
did not report, and Kentucky reported too in- 
completely to be included in the national com- 
pilation. The reporting States inventoried the 
different types of homes with varying degrees 
of completeness. According to the informa- 
tion provided, only 32 States submitted sub- 
stantially complete reports for each of the sev- 
eral types of facilities encompassed in the in- 
ventory. The variability in completeness of 
reporting was taken into consideration in pro- 
jecting national estimates. 


Number and Types of Facilities 


Taking an overall view of the variety of fa- 
cilities covered by the inventory, we find in the 
United States approximately 25,000 “homes.” 
These include essentially all types of nonhos- 
pital facilities providing nursing or suppor- 
tive services to chronically ill, convalescing, 
aged, disabled, or infirm persons. More specifi- 
cally, they represent nursing or convalescent 
homes, as well as domiciliary facilities which 
are predominantly for aged persons and provide 
at least a minimum of supportive services. 
They include nursing homes, homes for the 
aged, boarding care homes for aged persons, 
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Definitions and Classification 


Used in the National Inventory of Nursing Homes 


Level of Care 


Type of Home 


SKILLED NURSING CARE includes 


Those procedures employed in caring for the sick 
which require some technical nursing skill beyond 
that which the ordinary untrained person can 
adequately administer. These may include full 
bed baths, enemas, irrigations, catheterizations, 
application of dressings or bandages, administra- 
tion of medications by whatever method the 
physician orders (oral, rectal, hypodermic, intra- 
muscular), and carrying out other treatments pre- 
scribed by the physician which involve a like level 
of complexity and skill in administration. They 
may be provided by either professional or prac- 
tical nursing personnel, so long as they extend 
beyond “personal care’’ as described below. 


PERSONAL CARE includes 


Such personal services as help in walking and 
getting in and out of bed, assistance with general 
bathing, help with dressing or feeding, preparation 
of special diet, supervision over medications which 
can be self-administered, and other types of 
personal assistance of this order. 


SHELTER includes 


Room and board and minimum services of a 
domiciliary nature such as laundry, personal 
courtesies as occasional help with correspondence 
or shopping, and occasional helping hand short 
of the routine “personal care’’ described above. 


SKILLED NURSING HOME 


Provides “skilled nursing care"’ as its primary and 
predominant function. 


PERSONAL CARE HOME, 
with skilled nursing 


Provides some “skilled nursing care," but only as 
an adjunct to its primarily domiciliary or ‘‘per- 
sonal care” function. 


PERSONAL CARE HOME, 
without skilled nursing 


Provides “personal care,” with no ‘“‘skilled 
nursing care " 


SHELTERED HOME 


Provides “‘shelter’’ with its associated minimum 
services to aged residents who essentially manage 
their own care and affairs. 


Vol. 69, No. 12, December 1954 


1123 


| 
e 
d 

r 
is 
S 

SS S 
1 
ls 
l- 
ie 
)- 
yf 

» 
S- a) 
i- 
at 
h 
le 
Ss. 
1e 
S, 
ts o- 


county homes, children’s convalescent homes, 
special nursing homes for alcoholics, drug ad- 
dicts, or mentally disturbed patients, and the 
like. Excluded are maternity homes and domi- 
ciliary facilities for children. And, unless they 
distinctly meet the defined criteria for a nurs- 
ing home giving primarily “skilled nursing 
care,” such facilities as institutions for the blind 
and the deaf and institutions for the mentally 
deficient are also excluded. 

The 25,000 homes covered in the inventory 
can accommodate about 450,000 people. This 
means that there is a combined ratio of nearly 
3 beds per 1,000 population for the variety of 
facilities included here. 

These various facilities, as might be antici- 
pated from the description of the inventory’s 
coverage, range from the professional type of 
nursing home furnishing highly skilled and in- 
tensive nursing care to the boarding home for 
aged persons which provides only the simplest 
supportive services. 

How to differentiate the types of homes with- 
in this broad range is a difficult problem, but 
one which the present inventory has sought to 
solve. Inevitably, this involves definitions con- 
taining some arbitrary elements, since the fa- 
cilities with which we are dealing do not fall 
neatly into specific categories. Rather, they 
shade imperceptibly from one level of care into 
another. With full recognition of the impact, 
particularly on the borderline facilities, of defi- 
nitions which slice into this gradient, we have 
established a classification which, however im- 
perfect, has considerable basis in practice. 

The classification of facilities was accom- 
plished by determining from information fur- 
nished on the inventory reports: 


1. Whether the highest level of service pro- 
vided by the particular home is “skilled nurs- 
ing care,” or “personal care,” or “shelter”; and, 

2. Where “skilled nursing care” is provided, 
whether that type of care is the primary and 
predominant function of the facility, or 
whether it is an adjunct to a primarily domi- 
ciliary or personal care function. 

The definitions employed for the three levels 
of care are given in the inset, together with a 
description of the four categories of homes 
which hinge on these definitions. We will dis- 
tinguish the four types of facilities throughout 
the discussion of the inventory. 

First, we will start with a brief rundown of 
the number of facilities of each type. These 
are tabulated in table 1. We will then follow 
with an analysis of the distribution of skilled 
nursing homes by State, and then examine some 
of the factors with which that distribution 
seems to be associated. And, finally, we will 
look at the interrelationship among the levels 
of supply of the several types of facilities. 

Skilled nursing homes. There are about 7,000 
skilled nursing homes in the country. They 
provide 180,000 beds, or an average of 1.1 beds 
per 1,000 population. In the total framework 
of the facilities embraced in the inventory, the 
skilled nursing homes comprise 40 percent of 
the beds. The size of the average skilled nurs- 
ing home is about 25 beds. 

Personal care homes with skilled nursing. 
These homes are relatively large, averaging 40 
beds. Although a majority are proprietary es- 
tablishments, the large average size of these 
homes undoubtedly flows from the nonproprie- 
tary complement—public homes and nonprofit 
homes for the aged. The public and nonprofit 


Table |. National estimates of the number of nursing homes and related facilities, 1954 


Number | distribution mate aver- oy — 
at Type of facility age number 1.000 
of beds oe ulation 
Homes | Beds | Homes| Beds per home | POP 
i: Total United States !_____- ee | 25, 000 |450, 000 | 100 100 | 20 2.8 
Skilled nursing homes__....._..........--..--_| 7,000 [180, 000 28 40 | 25 1.1 
Personal care homes with skilled nursing____.____, 2,000 | 80, 000 8 18 40 .5 
Personal care homes without skilled nursing 7,000 |110, 000 28 24 15 
Sheltered _..., 9,000 | 80, 000 | 36 18 | 10 .5 
1 Includes Territories. ; 
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homes in this category present a well-known 
traditional pattern, that of a home domiciliary 
in general character but providing skilled nurs- 
ing care either in a separate infirmary or at 
regular bedside for a minority of the residents 
who are temporarily or permanently ill or 
disabled. 

Personal care homes with skilled nursing 
number about 2,000, and have a total of about 
80,000 beds. We surmise that perhaps as many 
as one-fourth of these beds are for patients re- 
ceiving skilled nursing care. If this portion 
(20,000) of the beds in the personal care homes 
with skilled nursing is added to the 180,000 
beds in skilled nursing homes, we have, all told, 
200,000 beds for skilled nursing care (1.2 beds 
per 1,000 population). 

Personal care homes without skilled nursing. 
Paralleling the skilled nursing homes in num- 
ber but not in size, personal care homes with- 
out skilled nursing are represented by 7,000 
establishments with 110,000 beds. They are 
typically quite small. in capacity, averaging 
about 15 beds. 

If we think of the total of personal care beds 
available, we might add to the 110,000 beds in 
these homes the estimated 60,000 beds available 
for personal care alone in the preceding cate- 
gory—personal care homes which also provide 
some skilled nursing care. This yields a crude 
total of 170,000 beds for personal care (1.0 beds 
per 1,000 population). 

Sheltered homes. These homes—whose pro- 
totype would be the proprietary boarding home 
for older persons, which offers somewhat more 
than mere room and board but less than con- 
tinuing personal services as found in the per- 
sonal care homes—are typically the smallest of 
the four types of facilities studied. The aver- 
age home approaches 10 beds. 

Among the several types of facilities inven- 
toried in the State reports, sheltered homes are 
the most incompletely reported—because they 
resemble the commercial boarding house which 
provides no other supportive services. <Ac- 
ceptance of the reported information on shel- 
tered homes, to the extent that the reports are 
presumed to cover this type of home, and pro- 
jecting this information to a national total, 
produces a count of 9,000 establishments with 
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80,000 beds. At best, this can only be regarded 
as a minimum estimate. 


Variations in Availability of Nursing Homes 


The skilled nursing homes are the core of our 
interest in this study. We are interested in the 
other types of facilities because to discover the 
relationship of their availability and role to 
the availability and role of skilled nursing 
homes would enlighten us on the need for nurs- 
ing home facilities. In a broader perspective, 
too, our concern is with the provision of facili- 
ties for care of the chronically ill. All of these 
types share, each in its own way, in meeting the 
needs of chronically ill people. In what fol- 
lows, this balancing of interests will be re- 
flected in our giving primary emphasis and at- 
tention to the skilled nursing homes, and later, 
involving the other types as complementary 
data. 

The range among the States in the avail- 
ability of beds in skilled nursing homes is very 
wide. Alaska has none of this type of facility, 
and quite a few States have next to none. At 
the opposite extreme is Washington with 3.6 
beds per 1,000 population (3). The Nation’s 
average, as stated earlier, is 1.1 beds per 1,000 
population. 

Individual State rates are given in table 2. 
Summarizing these rates into categories of 
availability, we have the following grouping 
of the 51 States for which data are available: 


Percent 

distribu- 

Number of skilled nursing home Number tion of 
beds per 1,000 population of States population 


51 100. 0 


The differing pattern of distribution as be- 
tween number of States and their populations 
points to a tendency for the more populous 
States to have a larger supply of beds in skilled 
nursing homes relative to population (see also 
State map). In the discussion that follows we 
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Table 2. Number of facilities reported in the inventory of 
| 
| J 
| All facilities ! Skilled nursing homes 
Civilian 
popula- Number Number 
State | — Gs | Bed ratio | Bed ratio 
| | per 1,000 per 1,000 
| popula- | popula- 
| Homes | Beds Homes Beds | tion 
| | | | | 
| | | | | | | 
Total, 51 States reported 3________ | 159, 032 — | —| —| 6,539 171,816 1.1 
Total, 32 States 1_________- | 82,147 | 13,554 | 2384, 152 2.9| 3, 767 | 92, 663 | 1.1 
| 
974 71 1, 172 1.2 7 | 132 
1, 891 79 1, 500 | 61 | 1, 281 
12, 213 2, 856 32, 072 2. 6 573 12, 806 1.0 
1, 408 182 3, 788 52 | 1, 775 1.3 
2.210 12,072 5.5 |. 193| 4,868 2.2 
District of Columbia_________-_-- | 820 79 2, 461 3.0 7 | 311 | 4 
3, 436 309 3, 782 1.1 43 | 475 
611 82 1, 130 1.8 1 36 oe 
| 9,106 | 1, 646 34, 094 3.7 527 | 16, 753 1.8 
4, 203 495 13, 186 3. 1 175 3, 035 
| 1,704! 16,398 6.2 278 6, 303 | 2.4 
| 1,972 459 6, 477 3.3 5 | 118 
-- 2, 901 91 3, 012 1.0 53 | 1, 631 6 
916 459 4, 541 5. 0 189 | 2, 491 2.7 
2, 522 112 3, 604 1.4 
4, 906 1, 094 24, 422 5.0 484 110, 854 2.2 
7, 010 586 16, 398 2.3 458 14, 256 2.0 
3, 098 329 10, 153 3.3 178 4, 242 1.4 
624 83 1, 554 2. 5 8 289 
1, 358 290 5, 714 4.2 3 440 .3 
209 — 10 239 
New Hampshire-_---- 528 239 4, 712 8.9 75 1, 681 3. 2 
5, 174 — --- 147 5, 220 1.0 
86 819 1.3 36 547 
15, 368 — — 767 20, 717 1.3 
morte 4, 162 281 4, 674 4 59 .0 
635 75 2, 210 3.5 7 143 .2 
2, 232 282 3, 503 1. 6 109 1, 927 
1, 634 — — — 171 3, 914 2. 4 
10, 755 — — — 146 7, 448 
Rhode 790 169 800 3.5 40 642 
659 103 1, 758 a7 2 18 .0 
3, 344 165 3, 045 .9 29 700 
, 8, 240 — — — 120 2, 683 
753 — | 3 73 
383 — — | 82 | 841 2.2 
2, 459 — — 298 8, 964 3. 6 
eee 1, 946 — — — 51 1, 697 .9 
Sa 3, 574 458 13, 888 3.9 152 4, 267 1,2 
302 51 615 2.0 13 151 .5 
171 0 0 0 0 0 
484 27 1, 570 3. 2 3 366 .8 
| 


1 Shown only for 32 States which reported substantially completely for all 4 types of facilities. State total exceeds 
sum of 4 types in a few cases, where some facilities were not identified as to type. ? Probably underreported. 
8 Virgin Islands did not report. Kentucky’s total of 149 homes with 2,604 beds could not be classified by type, 
for lack of information on level of service. 4 ‘{Sheltered homes” includes some unknown number of facilities which 
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nursing homes and related facilities, by State, 1954 


Personal care homes with | Personal care homes with- 
skilled nursing out skilled nursing Sheltered homes ? 
Number Bed Number Bed Number Bed State 
ratio ratio ratio 
per per per 
1,000 1,000 1,000 
Homes| Beds Homes| Beds opu- |Homes; Beds popu- 
ation tion lation 
1, 482 | 68, 912 0.6 | 4,977 | 86, 687 0.7 | 5,122 | 45, 446 0.5 | Total, 51 States reported.’ 
994 | 37, 589 .5 | 3,812 | 56, 593 .7 | 4,900 | 43, 655 .5 | Total, 32 States.! 
6 52 0. 0 — — — —_— — — | Alabama. 
13 426 .4 51 614 0. 6 0 0 0 Arizona. 
1 12 .0 0 0 0 17 207 .1 | Arkansas. 
30 2,499 (*) (*) (*) 42,253 16, 767 41.4 | California. 
52 869 .6 59 613 4 19 531 .4 | Colorado. 
13 1, 617 a 283 | 3, 087 1.4] 5225 | 52, 500 51.1 | Connecticut. 
— 41 391 — | Delaware. 
13 1, 453 1.8 28 391 5 31 306 4 | District of Columbia. 
73 1, 194 .3 190 1, 938 .6 3 175 .1 | Florida. 
4 369 19 442 — | Georgia. 
36 765 13 45 329 5 0 0 0 Idaho. 
43 | 3,215 .4 38 978 .1 1,000 510, 000 51.1 | Illinois. 
152 | 2,723 .6 168 | 7,428 .8 0 0 0 Indiana. 
24 454 a 771 3, 471 1.3 631 6, 170 2.3 | Iowa. 
9 479 3 292 | 4,728 2.4 124 966 .5 | Kansas. 
10 570 2 22 748 .3 6 63 .0 | Louisiana. 
3 17 .0 40 844 .9 227 1, 189 1.3 | Maine. 
22 1, 514 .6 36 613 — | Maryland. 
20 | 2,034 .4 588 | 11, 226 2.3 0 0 Massachusetts. 
0 0 0 17 5 ia 104 1, 634 .2 | Michigan. 
104 | 5,216 1.7 47 695 2 0 0 Minnesota. 
39 719 .3 43 — | Mississippi. 
238 | 6, 386 1. 6 82 1, 279 3 -- — — | Missouri. 
11 395 .6 59 814 1.3 5 56 .1 | Montana. 
4 382 .3 282 | 4, 883 3. 6 1 9 .0 | Nebraska. 
6 74 .4 — | Nevada. 
23 1,112 2.1 65 1, 159 2.2 § 75 5 750 51.4 | New Hampshire. 
6 764 a 62 | 3, 336 6 -—— — — | New Jersey. 
0 0 0 24 90 1 26 182 .2 | New Mexico. 
169 | 21, 194 1.4 250 | 4,903 .3 — — — | New York. 
30 1, 417 .3 243 3, 198 .8 0 0 0 North Carolina. 
4 404 . 6 64 1, 663 2. 6 0 0 0 — Dakota. 
98 1, 107 5 75 469 2 0 0 0 Oklahoma. 
— —_— — 73 1, 262 8 4 84 . 1 | Oregon.* 
— — — 364 | 14, 136 1.3 175 1, 707 .2 | Pennsylvania. 
54 591 Pe 75 1, 567 2.0 0 0 Rhode Island. 
11 298 5 79 1, 324 2.0 11 118 .2 | South Dakota. 
0 0 0 85 1, 571 7) 51 774 .2 | Tennessee. 
37 970 1 92 1, 438 2 — — — | Texas. 
68 1, 224 1. 6 — | Utah. 
0 0 0 39 351 .9 — — — | Vermont. 
— — — | West Virginia. 
123 | 6,672 19 107 | 2,039 .6 76 910 .3 | Wisconsin. 
20 262 .9 11 150 5 7 52 .2 | Wyoming. 
0 0 0 0 0 0 0 0 0 Alaska. 
12 840 4 68 on 8 296 .6 | Hawaii. 
8 566 .3 0 0 0 0 0 Puerto Rico. 


would more properly be classified as ‘‘Personal care homes without skilled nursing’’ if precise information on level 
of service were available. 5 Estimated. °® ‘‘Personal care homes without skilled nursing’”’ includes some unknown 
number of facilities which would more properly be classified to other types if the level of service were known. 


Norte: A dash (—) represents known.” 
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will see how this reflects some underlying eco- 
nomic and demographic factors. 


State Characteristics as Factors 


Certain characteristics of States may be sus- 
pected of governing, or of having some rela- 
tionship to, the supply of beds in skilled nurs- 
ing homes. Some of these factors are examined 
below. Since comparable data on most of the 
factors to be considered are not readily avail- 
able for the Territories, the following analysis 
will be limited to the 48 continental States 
(Kentucky excluded) which have provided in- 
formation on skilled nursing homes. 


Population 65 Years and Over 


Patients in nursing homes are predominantly 
older people. We might therefore expect that 
where there are more older people there might 
be a correspondingly greater need for nursing 
home beds. Does the existing distribution of 
beds in skilled nursing homes bear this out ? 

This table shows the number of States with 


given proportions of persons aged 65 years and 
over in the population (4), and, for each group 
of States, the average number of beds per 1,000 
population. 


Number Skilled 


of nursing 

Percent population 65 and over States home beds 
3 0. 3 
60-6.9........ 7 .5 
15 1.4 
and Ove’... 8 1.6 
48 1.1 


There is, very clearly, a progressive increase 
in availability of beds in skilled nursing homes 
as the aged portion of the population increases. 
This is also reflected in comparing the concen- 
tration of population and beds in the group of 
24 States whose proportion of population aged 
65 and over exceeds the national average of 
8.5 percent. Within the reporting group of 
States, these 24 States have 57 percent of the 
total population but account for 72 percent of 
the beds in skilled nursing homes. 


Beds in skilled nursing homes, per 1,000 State population, 1954. 


less than 0.5 
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Per Capita Income 


The wealthier States, in terms of per capita 
income, have relatively more skilled nursing 
home beds than do the less wealthy States. As 
shown below, in grouping the States according 
to 1953 per capita income (45) there is an aver- 
age of only 0.3 beds per 1,000 population in 
States whose per capita income is less than 
$1,250. In contrast, States with a per capita 
income of $1,750 or more have an average of 
1.4 beds per 1,000 population. © 


Number Skilled 


nursing 

Per capita income of State States home beds 
Less than $1,000............... 2 0.3 
$1,000—$1,249_ __- 6 .3 
$1,500—-$1,749- 13 1.2 
$1,750—$1,999_ _ - 5 1.4 
$2,000 and over- - 10 1.4 


Eighteen States exceed the 1953 national per 
capita income of $1,709. These States, with 59 
percent of the population of the reporting 
States, have 76 percent of all beds in skilled 
nursing homes. 


Rurality 

The availability of beds in skilled nursing 
homes is related to the rural or urban char- 
acter of States (6). The more rural a State, 
the lesser the proportionate supply of nursing 
home beds it is likely to have. Witness the 
following downward course of the bed ratio per 
1,000 population with increasing rurality: 


Number Skilled 


0 nursing 
Percent rural population States home beds 
31 1.3 
9 .8 
48 1. 1 


If the 31 predominantly urban States in the 
first group are broken down into small cate- 
gories by degree of urbanism, their average bed 
ratios do not depart far from the overall urban 
average of 1.2 beds per 1,000 population. 


Availability of Hospital Beds 
If we are to regard nursing homes as a link 
in the chain of medical care facilities, our in- 
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terest is drawn to the relationship between avail- 
ability of nursing home facilities and hospital 
facilities. Do we find that those States which 
are more adequately supplied with hospital beds 
are also better supplied with beds in skilled 
nursing homes? Or is there some offsetting 
tendency so that the availability of one “dis- 
courages” the growth of the other? 

In the case of general hospitals, there is no 
apparent relationship. States with different 
general hospital bed ratios (7)—grouped be- 
low—nevertheless average a quite consistent 
ratio of beds in skilled nursing homes. 


Number Skilled 


General hospital beds of nursing 

per 1,000 population States home beds 
Less than 3.5_------.-- 18 1.0 
4.5 and over- - - - 7 1.2 

48 1. 


The availability of chronic disease hospital 
beds (7), on the other hand, seems to be asso- 
ciated to a marked extent with the supply of 
beds in skilled nursing homes. Holding aside 
the States which have no chronic disease hos- 
pital facilities at all, we can see in the following 
table a tendency for the States which are bet- 
ter supplied with chronic disease hospital beds 
to have relatively more skilled nursing home 
beds as well. 


Number Skilled 


Chronic disease hospital beds of nursing 
per 1,000 population States home beds 
8 
13 1.2 
0.50 and over_--_--- 6 1.6 


The eight States with no chronic disease hos- 
pital facilities actually form a bimodal distribu- 
tion with respect to skilled nursing homes. 
Four of these States have very few skilled nurs- 
ing home facilities (averaging 0.3 beds per 1,000 
population), while the other four have an aver- 
age or superior supply compared to other States 
(average ratio of 1.5 beds). The former group’s 
situation is quite understandable—conditions 
which lead toa relatively low supply in one type 
likewise produce a low supply in the related 
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type. The other group of States suggests 
reliance on the combination of general hospital 
care and skilled nursing homes to meet the needs 
of the chronically ill. 


Availability of Medical Personnel 


The operation of nursing homes obviously 
necessitates accessibility of certain types of 
medical personnel. Subsequent analysis of local 
data will be required effectively to relate the 
distribution of facilities with that of personnel. 
However, the table below documents the ex- 
pected association on a State basis (8). States 
comparatively advantaged in the supply of 
physicians and nurses (professional and prac- 
tical) also tend to have a greater volume of beds 
in skilled nursing homes. 


Number per 100,000 population Number bene od 
in State of States 
Physicians: 
15 1. 4 
10 L2 
Professional nurses: 
10 
9 1. 4 
8 1. 6 
Practical nurses: 
8 .6 
10 1.3 
11 1.0 
6 1.0 
Recapitulation 


We have now seen that the volume of exist- 
ing beds in skilled nursing homes, by State, 
is related to a'number of factors which we 
have examined. The extent of chronic disease 
hospital facilities seems to have some partial 
correspondence to the volume of beds in skilled 
nursing homes. But no such association is 
evident with the level of supply of ‘general 
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hospital beds. A positive association is ap- 
parent with per capita income, “agedness” of 
population, proportion of the population living 
in urban areas, and relative availability of 
physicians and nurses. These are not mutually 
independent relationships, since the several 
factors are themselves interrelated. Therefore, 
at this point, we suggest that the availability 
of beds in skilled nursing homes is associated 
with the total complex of these factors. 


Relationships Among Types of Facilities 


A crucial question is what relationship 
exists between the availability of beds in skilled 
nursing homes in a State and the availability of 
the related types of facilities. Do States with 
a comparatively high or low supply of beds 
in skilled nursing homes also tend to have con- 
comitantly high or low supplies of beds in per- 
sonal care homes and sheltered homes? Or does 
a better supply in one or another type go with 
poorer supplies in other types? 

We are able to examine this question in 32 
States which reported substantially completely 
for all 4 types of facilities covered in the in- 
ventory. The rank order of the States in the 
supply of each type of facility proportionate 
to population is shown in table 3. A single 
clear-cut pattern does not emerge, but a number 
of conclusions may be drawn: 

1. It is a rarity for a State to rank consist- 
ently high in all four types of facilities. Con- 
necticut and New Hampshire stand as the only 
examples in this group of States. 

2. It is fully as rare for a State to rank con- 
sistently low on all four types. Notable in this 
respect are Alaska, which has none of these 
facilities, and Puerto Rico. 

3. Somewhat more frequently encountered is 
the State which has a combination of middle 
and low ranks. A group of southern States fall 
in this category: Arizona, Arkansas, Florida, 
Louisiana, North Carolina, Oklahoma, and 
Tennessee. 

4. By far the most common situation is a 
marked difference of ranks for a State among 
the several types of facilities. About 20 of the 
32 States show this marked tendency to occupy 
quite different positions in the different types 
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Table 3. Rank order of States * in ratio of beds 
to population, for nursing homes and related 
facilities 


Rank order number within each 
type of facility 2 


Per- 
sonal 
State care 
facili- | Skilled) care |, omes| Shel- 
ties | homes with- | tered 
com- Ing with out | homes 
bined homes — skilled 
| nurs- 
ing ing 
Arizona. 24 26 16 14 27 
Arkaneas........ 30 17 28 30 17 
California 18 11 24 (3) 3 
Colorado-_-_____-- 16 9 13 21 9 
Connecticut____-- 3 5 9 9 5 
District of Co- 

SS 15 21 3 19 10 
26 25 19 16 19 
ee 22 28 6 17 27 
a 8 7 18 27 6 
ae 14 16 10 8 27 
ee 2 3 26 10 1 
ae ll 27 23 3 8 
Louisiana______ ~~ 28 18 25 22 20 
i 5 2 27 12 4 
Massachusetts _ _ — 4 4 17 4 27 
Michigan-_---_-_-_-_- 20 6 30 28 13 
Minnesota__-_-_-_-_.. 12 8 5 23 27 
Montana_.-_____- 19 20 12 ll 18 
Nebraska_-_____--_ 6 22 21 1 21 
New Hampshire_- 1 1 1 5 2 
New Mexico-_-_-_-_- 27 15 380 26 12 
North Carolina_-__ 25 31 20 13 27 
North Dakota___- 10 23 11 2 27 
Oklahoma_ __-___-_ 23 12 14 24 27 
Rhode Island_--—__ 9 13 8 7 27 
South Dakota_.-_- 17 30 15 6 16 
Tennessee. 29 24 80 18 14 
Wisconsin 7 10 2 15 11 
Wyoming-_--_----- 21 19 7 20 15 
32 32 380 380 27 
Hawel............ 13 14 4 25 7 
Puerto Rico_____- 31 29 22 380 27 


1 Includes only 32 States which reported all 4 types 
of facilities. 

2 Number “1” assigned to State with highest ratio of 
beds of given type relative to its population. States 
with no beds of given type take the end-ranking num- 
ber, shown in italics. The end number is shared when 
several States have no beds of the given type, the num- 
ber assigned in such cases being the midpoint of the 
remaining numbers in the ranking series. 

3 Some unknown number of this type of facility are 
included with sheltered homes for lack of precise infor- 
mation on level of service. 


of facilities, placing higher in some and lower 
in others. 

5. Among this majority of 20 States which 
reveal a counterbalancing of ranks, there are 
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no dominant patterns as among the types of 
facilities; each type is about as frequently rep- 
resented as the others in high ranking and in 
low ranking among the States. For example, 
Michigan ranks high in skilled nursing homes, 
low in personal care homes. Kansas ranks low 
in skilled nursing homes and in personal care 
homes with skilled nursing, but high in the 
more distinctly domiciliary types of facili- 
ties. Nebraska, standing low in all the other 
types of facilities, ranks highest among the 
States in personal care homes without skilled 
nursing. 

The variety of compensatory patterns of sup- 
ply of the different types of facilities suggests 
that the relative unavailability of certain types 
may be in a sense merely a consequence of the 
availability of other types. Or, to put it more 
bluntly, the supply of the different types rela- 
tive to each other may be quite “accidental.” 
Whether the several levels of facilities are ap- 
propriately and soundly balanced to meet the 
real need is a question which perhaps some of 
the States can answer affirmatively. But it is 
not likely to be so answered by most, in view of 
the widely opposing patterns of availability 
found among the States. 

Determinations of what is an appropriate 
balance and what are proper levels of adequacy 
in these facilities will not be attempted until 
the data collected in the inventory have been 
mined more intensively. We will look particu- 
larly to an analysis of the local distribution 
of facilities to tell us on a functional level 
how that distribution is related to controlling 
factors. 
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Commissioning of New Reserve Officers Started 


The Public Health Service has completed preliminary arrange- 
ments for the expansion of the Commissioned Reserve Corps for 
service in national emergencies, and the appointment of new officers 
is under way. The expansion program was announced in the Novem- 
ber 1954 issue of Public Health Reports by Surgeon General Leonard 
A. Scheele. 

Dr. Scheele pointed out that in order to serve effectively in a major 
national emergency “public health forces of the country must be in a 
position not only to carry on necessary normal functions under abnor- 
mal conditions but to take on vital new responsibilities as well.” 

“In these circumstances,” the Surgeon General said, “the present 
public health forces of the Nation will need substantial augmentation. 
Intensive action to control communicable diseases will become an im- 
mediate necessity. Essential public health services for displaced 
populations will have to be provided. Medical services in the Coast 
Guard will have to be expanded overnight.” 

In expanding the Commissioned Reserve, the Service has two funda- 
mental objectives: effective emergency utilization of professional per- 
sonnel with training and experience in public health and augmenting 
these forces with physicians and other professional people not nor- 
mally working in the field of public health but whose services would 
be needed to meet expanded demands. 

An officer of the emergency reserve, a recent memorandum to com- 
missioned and civil service personnel throughout the Public Health 
Service stated, “would be called to active duty without his consent only 
in the event of a national emergency publicly recognized as requiring 
such action,” and such an officer who was “already performing im- 
portant health duties would not be called for service in another area 
unless the situation in that area clearly justified it.” 

This memorandum emphasized that officers in the emergency reserve 
may request active duty at any time and will be called by the Service 
if needed. 
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Considering the problem of protection against radiation hazards from 
a legal viewpoint, a lawyer outlines the functions of various Federal 
and State agencies in this field. He sees the problem as a mutual one 
of the agencies concerned. 


Public Control of Radiation Emitters 


By GERALD L. HUTTON, LL.B. 


HORTLY after the discovery of X-ray and 
the isolation of radium at the turn of the 
century, radiation was found to be a useful 
research tool and to offer promises of high utility 
in the fields of medicine and industry. The 
potentially harmful properties of X-rays and 
naturally occurring radioactive materials, such 
as radium and thorium, were also recognized 
at an early date. Pierre Curie, H. Becquerel, 
FE. Grubbe, and other scientists reported cases 
of dermatitis, epilation, and other types of 
damage from X-rays and injuries traceable to 
radiation from radium prior to 1900. 
Nevertheless, as X-rays were used in World 
War I for industrial radiographic purposes, 
only minimal precautions were observed in 
many instances. The equipment itself did not 
possess the safety features found on modern 


Mr. Hutton, a licensed attorney in Tennessee, has 
been administrative officer for the Isotopes Division, 
Atomic Energy Commission, Oak Ridge, Tenn., 
since 1951. Any opinions expressed in this paper 
are those of Mr. Hutton and do not necessarily re- 
flect the views of the commission or its general 
counsel. 
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X-ray units. During the early 1920's occurred 
the radium poisoning cases in which a number 
of girls engaged in painting watch dials ap- 
parently ingested pernicious quantities of 
radium. Reportedly, at least 20 of a total 
of 800 employees died during subsequent years 
with symptoms strongly suggestive of radium 
necrosis or radium-induced tumors. During 
this same period radium was found to be a 
useful external and interstitial source of radia- 
tion in therapy. Radium was also injected into 
patients for a variety of ailments ranging from 
arthritis to gout, and radium water was adver- 
tised and sold as a tonic and a rejuvenator. 
As early as 1913, the National Bureau of 
Standards undertook the standardization of 
radium for medical uses, and in 1929 it spon- 
sored the formation of the Advisory Commit- 
tee on X-ray and Radium Protection. This 
committee, the name of which was later changed 
to the National Committee on Radiation Pro- 
tection, has prepared a number of handbooks 
dealing with means of protection against the 
harmful effects of radiation. They cover such 
subjects as the safe handling of radioisotopes, 
control and removal of radioactive contamina- 
tion in laboratories, maximum permissible con- 
centrations in air and water, and disposal of 
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radioactive wastes. The committee is com- 
prised of representatives from such organiza- 
tions as the Atomic Energy Commission, the 
Public Health Service, the National Bureau 
of Standards, the American Medical Associa- 
tion, the Radiological Society of North Amer- 
ica, the American Radium Society, and the Na- 
tional Electrical Manufacturers Association. 
Its recommendations are accepted as reliable 
and authoritative, and they are the basis for 
many of the present radiological safety pro- 
cedures. 

With the development of the atomic energy 
program after 1942, the need for increased at- 
tention to the hazards of radiation became ap- 
parent. Today, not only substantial amounts 
of naturally occurring radioisotopes, such as 
radium and polonium, and approximately 125,- 
000 X-ray units (7), but also relatively large 
quantities of reactor-produced radioisotopes, 
made available through this program, are in 
use in medicine, industry, and research. From 
August 1946, when distribution was begun, 
through May 1954, the Atomic Energy Com- 
mission distributed reactor-produced radioiso- 
topes to over 2,000 medical institutions, physi- 
cians, colleges, universities, industrial firms, 
Federal and State laboratories, foundations, 
and institutes (2). (The actual number of 
persons currently using radioisotopes is consid- 
erably greater than this figure, inasmuch as an 
institutional program usually includes several 
persons qualified to handle radioisotopes.) 
Users of these materials are found in every 
State, but the greatest number, in order of de- 
creasing representation, are in New York, Cali- 
fornia, Pennsylvania, Illinois, Ohio, Massa. 
chusetts, Texas, New Jersey, Michigan, and 
Maryland. 

The problem of protection against the haz- 
ards asssociated with radioactive materials, 
both those occurring naturally and those pro- 
duced artificially, and radiation-generating de- 
vices can best be met through the cooperation 
of the several Federal and State agencies con- 
cerned with the protection of the health of the 
public. The following presentation outlines 
the functions of each of these agencies in as- 
suring that radiation emitters are handled in 
a safe manner and indicates how they are inter- 
related. 
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AEC's Authority and Functions 


In the Atomic Energy Act of 1946, the Atom- 
ic Energy Commission was authorized to dis- 
tribute, in accordance with certain general pro- 
visions, the byproduct materials (radioisotopes) 
resulting from operation of nuclear reactors 
and to establish radiological health safety 
standards governing the possession and use of 
these materials. The commission’s authority 
in this regard was expressed with greater pre- 
cision and clarity in the Atomic Energy Act 
of 1954. Section 81 of the act provides as 
follows: 


No person may transfer or receive in interstate 
commerce, manufacture, produce, transfer, acquire, 
own, possess, import, or export any byproduct 
material, except to the extent authorized by this 
section or by section 82. The Commission is au- 
thorized to issue general or specific licenses to 
applicants seeking to use byproduct material for 
research or development purposes, for medical 
therapy, industrial uses, agricultural uses, or such 
other useful applications as may be developed. The 
Commission may distribute, sell, loan, or lease such 
byproduct material as it owns to licensees with or 
without charge . . . Licensees of the Commission 
may distribute byproduct material only to appli- 
cants therefor who are licensed by the Commission 
to receive such byproduct material. The Commis- 
sion shall not permit the distribution of any by- 
product material to any licensee, and shall recall 
or order the recall of any distributed material from 
any licensee, who is not equipped to observe or 
who fails to observe such safety standards to pro- 
tect health as may be established by the Com- 
mission or who uses such material in violation of 
law or regulation of the Commission or in a manner 
other than as disclosed in the application therefor 
or approved by the Commission. The Commission 
is authorized to establish classes of byproduct 
material and to exempt certain classes or quantities 
of material or kinds of uses or users from the re- 
quirements for a license set forth in this section 
when it makes a finding that the exemption of such 
classes or quantities of such material or such kinds 
of uses or users will not constitute an unreasonable 
risk to the common defense and security and to the 
health and safety of the public. 


Section 161 (b) authorizes the commission to: 


Establish by rule, regulation, or order, such 
standards and instructions to govern the possession 
and use of special nuclear material, source mate- 
rial, and byproduct material as the Commission may 
deem necessary or desirable to promote the common 
defense and security or to protect health or to min- 
imize danger to life or property. 
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Distribution Regulations 

The Federal regulations governing distribu- 
tion of AEC-controlled radioisotopes are pub- 
lished in the Federal Register and appear also 
in the Code of Federal Regulations, 1953 sup- 
plement, title 10, chapter 1, part 30. These 
regulations set forth the application procedure 
for obtaining the radioisotopes and limit pro- 
curement, possession, and use of the materials, 
except exempted quantities, to persons holding 
a valid authorization (license) from the com- 
mission. 

Exempt from the requirements concerning 
procurement, possession, and use of radio- 
isotopes are 1 microcurie or less of beta and/or 
gamma emitters with half lives greater than 
30 days and 10 microcuries or less of beta and/or 
gamma emitters with half lives no greater than 
30 days. These quantities, however, may not 
be combined or otherwise altered or treated so 
as to increase the rate of radiation exposure 
above the original radiation intensity, nor may 
they be used for medical purposes except upon 
authorization of the commission. In addition, 
the commission may exempt specific items, upon 
application for exemption, from any or all of 
the regulatory requirements. 

All persons desiring to procure radioisotopes, 
other than the exempted quantities, produced 
in or distributed by or through AEC facilities, 
produced in any nuclear reactor within the 
United States, or produced in foreign nuclear 
reactors for shipment into the United States 
must file an application for radioisotope pro- 
curement, form AEC-313, with the AEC’s 
Isotopes Division, Oak Ridge, Tenn. The 
technical staff of the Isotepes Division reviews 
the application to determine if the applicant is 
equipped to use the requested radioisotope as 
outlined in the proposed use in a manner that 
will not endanger health and safety. This re- 
view entails an analysis of the applicant’s 
experience and training, facilities, equipment, 
and radiological safety procedures. Applica- 
tions involving novel or relatively abstruse 
medical uses are referred to the AEC’s medical 
advisers for evaluation and recommendation. 

If a review of the application indicates that 
the applicant has the facilities and qualifica- 
tions necessary to use the requested material in 
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a safe manner, an authorization for radioiso- 
tope procurement is issued to the applicant 
authorizing him to procure, possess, and use 
the specific type and quantity of radioisotope 
for which he has applied. If an applicant does 
not possess sufficient experience in the use of 
radioactive materials, he is requested to obtain 
such experience or associate himself with a 
person possessing the requisite experience and 
training. If facilities, equipment, or safety 
procedures are inadequate, the deficiency must 
be corrected before an authorization is issued. 

Each person possessing or using radioisotopes 
must keep permanent records showing the re- 
ceipt, use, storage, delivery, and disposal of 
radioisotopes, and the safety procedures to pro- 
tect health. These records must be made avail- 
able to the commission upon request. Such per- 
sons must also permit the commission at all 
reasonable times to make inspections of facili- 
ties where radioisotopes are stored or used. 

If the commission at any time finds that a 
person is not equipped to observe or has failed 
to observe health safety standards established 
by the commission, or has used the radioisotopes 
in a manner other than as stated in his appli- 
cation, or has used the radioisotope in violation 
of law or any regulation of the commission, the 
commission may withhold or recall radioiso- 
topes from such person. 


Visitation Program 


In accordance with the regulation concern- 
ing inspections, the Isotopes Division of AEC 
maintains a staff of technical specialists who 
visit institutions possessing radioactive mate- 
rials. They note and evaluate such items as 
availability of handling equipment; adequacy 
of laboratory facilities, shielding, ventilation, 
and storage ; radioisotope handling procedures ; 
monitoring instruments and procedures; post- 
ing of caution signs; and labeling and waste 
disposal procedures. They advise on means of 
improving radiological safety procedures when 
improvement is indicated. 

More than 500 institutions and individual 
radioisotope users are visited annually by AEC 
representatives. The visitation program is con- 
stantly expanding to meet the problems created 
by increasing use of radioisotopes. Selection 
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of institutions to be inspected is usually de- 
pendent on amounts and types of radioisotopes 
which the user has received. As a rule, those 
institutions which possess large quantities of 
long-lived radioisotopes, such as strontium-90 
and cobalt-60, are visited more frequently than 
users having only limited amounts of short half- 
life or low-energy emitters. 

These visits to radioisotope users are not only 
instrumental in improving radiological safety 
procedures, but they also provide information 
of value in reviewing future applications from 
the user. The visits also keep the AEC Iso- 
topes Division informed on specific problems 
facing radioisotope users in their day-to-day 
operations. 


Cooperation With States 


A copy of each authorization issued to users 
within a certain State is forwarded to the 
State health agency or other State office 
charged with the responsibility of protecting 
the health of the State populace. When time 
and travel schedules permit, AEC representa- 
tives routinely invite State personnel to accom- 
pany them on visits to radioisotope users. In 
addition, State personnel make independent vis- 
its and followup inspections to assure that 
recommendations are being followed and that 
undesirable conditions have been corrected. In- 
formation resulting from such visits by State 
representatives is frequently forwarded *o the 
Isotopes Division, particularly when the in- 
spection is a followup to a joint AEC-State 
visit. 

Since State health agencies are kept currently 
informed of the type and- quantity of radio- 
isotopes allocated to persons within their juris- 
diction, it is possible for them to concentrate 
on those users possessing substantial amounts 
of radioactive materials. It is believed that the 
increasing cooperation between the State and 
Federal Governments in discharging their re- 
spective obligations is highly effective in main- 
taining high standards of radiological health 
safety in the radioisotope-distribution program. 


AEC Safety Standards 


Recognizing that radiological safety stand- 
ards could be more easily adapted to the ¢hang- 
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ing concepts of radiological safety if they were 
established by regulation or administrative or- 
der rather than by statute; Congress delegated 
to the AEC the authority to establish safety 
standards relative to the handling of AEC- 
controlled radioisotopes. Under this authority, 
the AEC may publish health safety standards 
having general application and also may issue 
specific instructions applicable to a situation 
not covered adequately by the general regula- 
tions. 

AEC is in the process of developing stand- 
ards governing the manufacture, testing, and 
labeling of sealed sources containing radio- 
active materials and radiological health safety 
standards of general application. In addition, 
the director of the Isotopes Division is author- 
ized to establish for individual users safety 
standards and instructions governing the pos- 
session and use of AEC-distributed radio- 
isotopes. He is also empowered to issue an 
order requiring immediate correction of any 
unsatisfactory conditions or procedures involv- 
ing the use of such radioisotopes. 

In furthering radiological health safety, the 
AEC Isotopes Division relies heavily on edu- 
cation. Through correspondence with radio- 
isotope users, speeches, on-the-job visits, and 
the quarterly publication /sotopics and other 
publications, the division attempts to keep users 
currently informed of accepted safe practices. 
As a result of these efforts, not only have un- 
safe practices been corrected, but in many in- 
stances unduly restrictive safety programs have 
been reorganized so that greater emphasis is 
placed on their most important features. Such 
reorganization frequently has resulted in an 
improved radiological safety program at less 
expense to the company. 

In only a few instances has the AEC found 
it necessary to issue formalized safety instruc- 
tions in order to effect correction of unsutis- 
factory conditions. The majority of the users 
voluntarily attempt to keep radiation exposure 
at the lowest rate possible and well within the 
limits recommended by the National Committee 
on Radiation Protection. Some industrial 
users, however, have expressed a desire for de- 
finitive radiological health safety regulations 
having the force of law. These requests, for the 
most part, are based on the desire to know the 
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rules within which they must operate and a 
wish to avoid the mistakes and growing pains 
which attended the early use of radium and 
X-ray. 

It is unlikely that any enterprise involving 
potentially hazardous materials can continue to 
operate successfully without specific safety 
rules. Experience of such agencies as the Food 
and Drug Administration and the Federal 
Trade Commission indicates that an agency 
cannot expect 100 percent unqualified voluntary 
compliance with accepted minimum safety 
standards and procedures. Therefore, for the 
proper administration of the AEC isotopes pro- 
gram, regulations and laws appear to be essen- 
tial. It isto be noted, however, that a unanimity 
of opinion does not exist on this point, some 
persons believing that laws and regulations are 
not necessary and, in general, are objectionable. 
A portion of this group acknowledges the neces- 
sity for some degree of legal control but wishes 
to avoid unrealistic or ill-advised legislation. 

Carefully drawn health safety regulations, 
aside from their regulatory aspects, could prove 
of inestimable value from an information point 
of view. It istrue that a wealth of information 
exists today in the form of recommendations 
and standards set forth in the various hand- 
books of the National Bureau of Standards and 
in numerous publications of the Atomic Energy 
Commission, the Public Health Service, and 
other sources, but this information is not in the 
form of regulations or laws and therefore does 
not provide a binding norm. The recommenda- 
tions prescribe safe handling procedures that 
may be possibly desirable, definitely desirable, 
or necessary. Consequently, the average in- 
dividual may experience difficulty in ascertain- 
ing what is required of him in his own par- 
ticular operation. Regulations consistent with 
current technical knowledge of radiation 
hazards and subject to modification as more 
knowledge is obtained could set forth in concise 
fashion the basic essential requirements. 


Other Federal Agencies 


Radioactive materials shipped in interstate 
commerce must be packed and labeled in ac- 
cordance with regulations of the Interstate 
Commerce Commission. These regulations are 


Vol. 69, No. 12, December 1954 


applicable to radioisotopes produced in nuclear 
reactors or cyclotrons and those occurring natu- 
rally. Civil air regulations also affect the 
transportation of radioisotopes. Radioisotopes 
intended for drug use fall within regulations 
issued under the Federal Food, Drug, and Cos- 
metic Act. A shipment in interstate com- 
merce must be labeled in accordance with the 
regulations of the Food and Drug Administra- 
tion. An ad hoc committee comprised of rep- 
resentatives of the Atomic Energy Commission 
and the Food and Drug Administration studies 
and advises on problems of mutual interest. 

At present, radioactive materials that are 
exempt from the packing and labeling require- 
ments specified in the ICC regulations may be 
admitted to the United States mails if packed 
and labeled in accordance with specifications 
set forth in the Postal Regulations. In 1936, 
after receiving complaints that photographic 
films were being fogged by being placed in 
proximity to packages containing radium or 
other radioactive materials, postal authorities 
issued an order which read, in part, “. . . any 
radioactive materials, including radium, thori- 
um, or other radioactive substance, or any ma- 
terials containing radioactive substance, such 
as powders containing radium or thorium, 
liquids containing radium emanation, radium 
salts, or radioactive minerals is prohibited trans- 
mission in the mails...” This order, of 
course, failed to take into account that radium 
and thorium in minute quantities are present in 
all materials. It was later revoked in favor 
of a more realistic rule. 

Obligated by law to protect and to improve 
the health of the Nation’s populace, the Public 
Health Service has been actively engaged in 
radiological health activities for a number of 
years. It has cooperated with the Atomic 
Energy Commission and its contractors in 
studies of such problems as the decontamina- 
tion of radioactively contaminated waters; the 
treatment of radioactive wastes and methods 
of waste disposal for the predicted nuclear 
power reactor program; and evaluation of the 
varying degrees of hazards associated with the 
many radioactive elements formed as a result 
of nuclear reactions. The Service has also con- 
ducted nationwide surveys to determine the 
dangers associated with many varieties of radi- 
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ation emitters, such as particle accelerators, 
X-ray units, and fluoroscopic devices, and has 
made the information available to persons con- 
cerned with radiation problems. At present, 
the agency is encouraging the development of 
State radiological health programs. 

As part of the Public Health Service’s liai- 
son and educational activities, the Robert A. 
Taft Sanitary Engineering Center in Cincin- 
nati, Ohio, offers the opportunity for State and 
local health personnel to acquire basic knowl- 
edge regarding radiological health and safety 
problems. The center offers courses in basic 
theory of radiation, radiation detection instru- 
mentation, the biological effects of radiation, 
and methods of protection against radiation. 


States’ Duties and Functions 


The several States as sovereign powers have 
the authority, and duty, to protect the health 
of their citizenry. This authority is based 
upon the police powers inherent in all sover- 
eigns and covers such items as handling and sale 
of drugs, preparation and sale of foods, regula- 
tion of sanitary conditions of buildings and 
industry, purity of water supplies, disposal of 
sewage and garbage, and protection of the 
health of employees. Statutes and regulations 
based upon the police power and designed to 
protect the health of the public are common 
today, and in most instances they have been held 
valid by the various courts. It is a cardinal 
principle of law, however, that exercise of the 
police power must be reasonable. Further, it 
must not violate provisions of the Federal Con- 
stitution or the State constitution. 

Almost all States have statutes which could 
affect the use, transportation, storage, and dis- 
posal of radioactive materials.” It is common, 
for example, to find statutes prohibiting the pol- 
lution of streams. Usually such legislation au- 
thorizes the State health department or a special 
board, such as a stream pollution board, to carry 
out the purpose, and intent of the statute in- 
volved, to promulgate regulations, and to mod- 
ify or amend them, as may be necessary. 

A number of the State agencies have made 
remarkable progress during the past 2 years in 
developing programs and in acquiring compe- 
tent personnel to further radiological health 
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Some 
agencies, however, have failed to exercise their 
authority, and in some instances funds have not 
been made available to them. 


within their respective jurisdictions. 


Proposed Action 


During the past year, a number of States have 
prepared preliminary drafts of standards and 
regulations applicable to the use of radioactive 
materials and radiation-generating devices. 
Generally, these proposed drafts have included 
provisions whereby special boards or State 
health groups would prepare rules and have au- 
thority to amend them as necessary. These 
drafts would indicate that the States do not 
contemplate including specific detailed toler- 
ance and contamination values in statutes. 
This approach, of course, is desirable inasmuch 
as statutes often are difficult to amend, usually 
requiring action by the State legislatures, 
whereas codes or regulations established by ad- 
ministrative agencies can be readily amended by 
action of the agency. Control by administra- 
tive regulations has two advantages: If a situa- 
tion not previously contemplated should de- 
velop, a rule may be established and put into 
effect with a minimum of delay; if an unreason- 
able or unduly stringent rule should be pub- 
lished, this rule may be relaxed with a minimum 
of delay. 

Care should be exercised to assure that such 
regulations are realistic and that they place the 
emphasis on those conditions or practices which 
present a real problem as opposed to a theoret- 
ical one. A preliminary draft of one proposed 
State regulation defines a radiation hazard in 
such a manner that, if the definition were in- 
terpreted literally, a radiation hazard would 
exist if one wore a luminous dial watch or 
worked with infinitesimal quantities of radio- 
active materials. Inasmuch as all persons are 
exposed to radiation from naturally occurring 
radioisotopes in the soil and from cosmic radia- 
tion, it could be concluded from this definition 
that all human beings on this planet are subject 
to radiation hazards at all times. 

The maximum permissible concentration of 
radioactivity in air, in another proposal, would 
be 1 x 107 ye./ml. for beta-gamma emitters. 
This value is unduly stringent for some radio- 
isotopes and much too liberal for others. The 
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National Committee on Radiation Protection, 
for example, would permit 2 x 10> ye./ml. for 
tritium (hydrogen-3) and 2 x 10° ye./ml. for 
strontium-90 and yttrium-90 for radiation 
workers. The proposed regulation would per- 
mit an air contamination of strontium-90 that 
is 500 times the amount recommended as a maxi- 
mum permissible level by the committee. With 
the exception of radium and perhaps polonium- 
210, strontium-90 is possibly the most dangerous 
radioactive material in general use today. 

These points are noted, not in a sense of 
adverse criticism, but to point up the fact that 
regulations should be drawn with care and with 
a thorough realization that they must be prac- 
ticable and reasonable. This is not easy, ad- 
mittedly, when dealing with a relatively new 
and complex subject. The National Committee 
on Radiation Protection is currently engaged in 
a study of the desirability of State legislation, 
problems associated therewith, and possible 
solutions. 


Bases for Sound Programs 


The basic tenet of a radiological health pro- 
gram should be that radiation can be used safely 
if proper precautionary measures are followed. 
Hospitals, laboratories, industrial firms, uni- 
versities, and other institutions should be en- 
couraged to employ persons trained in accepted 
measures of protecting against radiological 
hazards. They should be encouraged to con- 
tinue the practice of employing and delegating 
responsibility to a radiological safety officer. 

The State program should be based on actual 
needs rather than remote theoretical possibility. 
In all probability, at this time a greater number 
of people are exposed to excessive radiation 
from shoe-fitting machines, inspectoscopes, 
fluoroscopes, X-ray units, and similar devices 
than from radioactive materials. In any event 
a program could be initiated on a rather modest 
scale and could include monitoring of X-ray 
operations to determine the amount of exposure 
to which operating personnel and other individ- 
uals are exposed. AS experience is obtained, 
the program could be extended. 

As previously mentioned, AEC is presently 
working on radiation safety standards appli- 
cable to AEC-controlled radioisotopes. It is 
possible that State groups might find it de- 
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sirable to refrain from enacting a stringent set 
of regulations until these have been published. 
Their use as guides by the States should help in 
achieving a greater degree of practicability and 
uniformity. 


Summary 


In the final analysis the control of potential 
radiation hazards is a problem which can best 
be solved in all of its various facets by coopera- 
tion among the various Federal agencies and 
State groups charged with public health re- 
sponsibilities. 

The Atomic Energy Commission licenses 
users of reactor-produced radioisotopes and 
other radioisotopes subject to its jurisdiction 
before such users are permitted to receive the 
materials. This application must include in- 
formation as to the laboratory facilities avail- 
able, monitoring and survey instruments on 
hand or immediately available, the training and 
experience of the individual who will be re- 
sponsible for use of the material, the amounts 
and types of materials which will be in use dur- 
ing a particular operation, storage containers, 
radiological safety procedures, and other in- 
formation useful in evaluating the safety prob- 
lems which may be encountered. 

The Atomic Energy Commission is author- 
ized to establish regulations, having the force 
of law, violation of which may subject the of- 
fender to fine or imprisonment. In addition, 
since the commission controls the supply of re- 
actor-produced radioisotopes, an effective deter- 
rent to violation of established safety rules and 
procedures is the fact that the commission may 
withhold further shipments of the materials 
or recall those already distributed. 

Other Federal agencies control the trans- 
portation of radioactive materials in interstate 
commerce and such applications of radioactive 
materials as the inclusion of them in food or 
drugs. The Public Health Service is engaged 
in studies of radiation problems and is en- 
couraging the development of State radiation 
health programs. 

State health personnel make joint inspections 
with AEC representatives and conduct inde- 
pendent inspections of users of AEC-controlled 
radioisotopes. They also visit X-ray installa- 
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tions and users of naturally occurring radio- 
isotopes. Although some State agencies have 
failed to exercise to the fullest extent the powers 
invested in them, others have made remarkable 
progress in recent years in acquiring competent 
personnel and developing effective inspection 
and educational programs in the field of radio- 
logical health safety. 

Despite the increasing availability and use 
of radioactive materials, the radiological health 
picture in the United States is good. It is 
believed that continued cooperation among all 
agencies involved, whether Federal, State, or 
local, is the best insurance that this picture 
will continue to be good. The abuses and 
misuses associated with the early use of radium 
and the overexposures to operating personnel 


from X-ray units, fluoroscopes, and other radia- 
tion-generating devices can be avoided. Cau- 
tion, even extreme conservativeness, has been 
the keynote in the development of atomic 
energy. Fortunately, this has been one field in 
which the public health controls have kept pace, 
and they can continue to do so, with the in- 
creasing scope and growth of the industry. 
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Dial C for Cancer 


The health education problem of providing information on cancer 
to the public without arousing anxieties and fears about being thought 
i foolish or of embarrassing examinations or mutilating operations has 
. been given an entirely new approach according to the British Medical 
Journal, October 2, 1954 (pp. 802, 807). 

The Hull City Council in England put into operation “a remark- 
able scheme,” according to the journal, in the hope that it will prove 
effective as a means of breaking down these fears. The scheme makes 
it possible for those who are too nervous or too uninformed to consult 
their own doctors simply to dial a number on their telephones for ad- 
vice. A recording was made from a script prepared by medical 
authorities. Text of the record is now played when anyone in Hull 
dials the appropriate number. According to newspaper accounts, hun- 
dreds dialed the number during the first week. Results have not yet 
been determined. 
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Histoplasmin and Tuberculin Sensitivity 


—Florida, 1954— 


By JAMES O. BOND, M.D., and ERMA WHITLOCK, R.N. 


N the rapidly accumulating literature on the 

epidemiology of histoplasmosis, varying re- 
ports are given on the incidence of positive skin 
test reactors to histoplasmin in Florida. 
Christie and Peterson (7) tested 30 Florida 
residents in a survey of admissions to Van- 
derbilt Hospital and found 20 percent posi- 
tive. Palmer (2) reported 4.3 percent positive 
in a group of 70 nurses tested in Florida during 
the course of a nationwide survey. Loosli and 
others (3) in their survey of University of 
Chicago students tested 109 from Florida and 
found 12.8 percent positive. 

Since histoplasmosis was originally described 
as a tropical disease (4), it was felt that it 
would be of interest to obtain more accurate 
statistics on the incidence of exposure in 
Florida, which is perhaps the most nearly tropi- 
cal State and serves as a portal of entry for 


Dr. Bond, health officer for Hardee, De Soto, and 
Charlotte Counties, Florida, is currently on leave of 
absence to study at the Johns Hopkirs University. 
Miss Whitlock is the public health nurse for De Soto 
County. 

Everett Williams, director of the bureau of vital 
statistics, and Dr. D. S..Doff of the bureau of tuber- 
culosis control, Florida State Board of Health; and 
Dr. Frank E. Daves and staff of the Arcadia Branch 
of the Florida State Hospital assisted in the prepara- 
tion of this report. 
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many visitors and emigrants from the tropical 
countries of the Western Hemisphere. 


Methods 


The group included in the present study con- 
sisted of 845 white patients in the Arcadia 
branch of the Florida State Hospital for the 
mentally ill. This is not an adequate sample 
from which accurate conclusions may be drawn 
regarding the general population of the State; 
however, it is offered as the best sample avail- 
able to date. No disturbed patients or patients 
in the infirmary were subjected to the tests. 
An attempt was made to determine the length 
of residence of the subjects both in the State 
of Florida and in its respective counties. In- 
dividuals who have lived 50 percent or more of 
their lives in the State or a county were con- 
sidered life-long residents. These criteria were 
arbitrary, there being no agreement among 
other investigators as to what constitutes life- 
long residence (2-7). 

Since the population of Florida largely con- 
sists of migrants from other States, it was felt 
that less rigid criteria for permanent residence 
were needed for this study. However, individ- 
uals who had at any time lived in the endemic 
States of Tennessee, Arkansas, Kentucky, Mis- 
souri, Indiana, Illinois, Ohio, Kansas, Missis- 
sippi, or Louisiana were excluded insofar as 
statistics for Florida residents were concerned. 

The testing procedure consisted of the intra- 
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dermal injection of 0.1 cc. of a 1: 100 dilution 
of histoplasmin concentrate (A) on the volar 
surface of the arm. Simultaneously, the oppo- 
site arm was injected with a 0.1-cc. solution 
containing .0001 mg. of purified tuberculopro- 
tein derivative (B) as prepared by the method 
of Seibert and Glenn. New syringes and plati- 
num needles appropriately labeled and re- 
stricted to each antigen were used throughout. 
These tests were read in 72 hours and were 
defined as positive if there was an area of in- 
duration 5 mm. in diameter or more. All other 
reactions were called negative in this series. 
All tests were performed and read by the same 
two individuals. Analyses of the results for 
statistical significance were based on a 95-per- 
cent probability. 


Results 


The overall results are given in table 1. It 
can be seen that 11.7 percent of the total group 
reacted positively to histoplasmin. This is 
roughly the same as the 12.8 percent obtained 
by Loosli and associates (3), but it is higher 
than the 4.3 percent obtained by Palmer (2) 
and would place Florida in his region VI rather 
than region IX. However, this would not 
change Florida’s position as on the periphery 
of the area of endemic histoplasmosis in the 
United States. 

Of the 476 life-long residents of Florida in 
the total group, 8.0 percent were histoplasmin 
positive, whereas 16.5 percent of the nonresi- 
dents were positive. This is a statistically sig- 
nificant difference. 

Of the total group, 54.4 percent reacted posi- 
tively to intermediate strength tuberculin. The 
difference between the rates for Florida resi- 
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dents (52.9 percent) and that of the nonresi- 
dents (56.3 percent) is not significant. The 
incidence of tuberculosis infection in mental 
hospital patients is higher than that in the 
general population and would be expected to 
reflect in higher tuberculin positive rates. It 
will be the purpose of the authors to establish 
later the tuberculin positive conversion rates 
for this group and compare these rates with 
those in the general population and with other 
mental hospital groups. 

Function of sex. Of the total male group 
13.7 percent were histoplasmin positive com- 
pared with 9.6 percent of the females. In the 
life-long residents of Florida, these figures 
were: males, 10.6 percent and females, 5.1 per- 
cent (table 2). These differences are not sta- 
tistically significant. Other investigators 
have found a similar slight sex difference with 
males usually higher. In the case of the tuber- 
culin test, the percentage of reactors among 
males was also higher than among females. 
However, this difference was not statistically 
significant for the life-long residents. 

Function of age. The highest percentage of 
positive histoplasmin reactors was found in the 
30- to 40-age group of life-long Florida resi- 
dents. This is similar to the findings in other 
States (7, 3, 4) where the incidence rose very 
rapidly in the preadolescent and adolescent 
groups then leveled out, reaching a gradual 
peak in the fourth decade. The lowest per- 
centage in this study (2.6 percent) was in the 
20- to 30-age group. Most reactors to tubercu- 
lin were found in the 50- to 60-age group, which 
corresponds with the results of other surveys. 

Function of geography. Of the residents of 
northern Florida counties 8.5 percent developed 
a positive skin test to histoplasmin compared 


Table 1. Reactors to histoplasmin and tuberculin skin test antigen, Florida State Hospital, 
Arcadia, Fla., 1954 


Sex Age group Residence 
Item | Total 
Fe- 60 and , Non- 
Male uate 20-29 | 30-39 | 40-49 | 50-59 out Florida Florida 
Number tested... .............- 845 | 430 415 54 166 | 22 216 180 476 369 
Histoplasmin reactors (percent)___| 11.7 | 13.7 9. 6 9.2 13.2)]10.0] 13.8 10.5 8. 0 16. 5 
Tuberculin reactors (percent) ___.- 54.4 | 60.9 47.7 | 40.7 | 53.0 | 51.9 | 59.2 54. 4 52. 9 56. 3 
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Table 2. Histoplasmin and tuberculin rates for life-long Florida residents, 1954 


Sex Age group Residence 
Item Total | 
Male 20-29 | 30-39 | 40-49 | 50-59 Northern! Central Southern 
Number tested___...-- 476 | 245 231 39 115 140 108 74 82 | 302 | 92 
Histoplasmin reactors 
SS 8.0 | 10.6 5.1 2.61113); 50] 92 9. 4 | 8.5 6.9 10.8 
Tuberculin reactors | 
52.9 | 56.3 | 49.3 | 43.5 | 45.2 | 55.7 | 583 
. 


with 6.9 percent in central Florida and 10.8 
percent in southern Florida. These differences 
are not statistically significant. Of 150 life- 
long residents of the Tampa Bay area 6.0 per- 
cent were positive compared with 68 residents 
of the Miami-Key West area of whom 13.2 per- 
cent reacted positively. Of the non-Florida 
residents 16.5 percent had a positive histoplas- 
min skin test, and 47.1 percent of these positive 
reactors came from endemic States of the Mis- 
sissippi Valley basin. 

Correlation with pulmonary calcification. 
A total of 711 of the 845 patients receiving skin 
tests had received 70-mm. X-rays the year pre- 
viously during a mass survey. These were re- 
viewed ‘especially for evidence of pulmonary 
calcification by Dr. S. D. Doff of the Florida 
State Board of Health. The results as corre- 
lated with the skin tests are given in table 3. Of 
the single histoplasmin reactors 13.8 percent had 
pulmonary calcifications on X-ray compared 
with 4.8 percent of the single tuberculin re- 
actors. This twofold difference, although of 
doubtful significance in this study, is similar to 
previous findings which have established 
the positive correlation found between pul- 
monary calcifications and positive histoplas- 
min tests. 


Discussion 


The results of this study conform to the re- 
sults of previous investigations that place 
Florida on the periphery of the area of en- 
demic asymptomatic histoplasmosis infection 
in the United States. We feel that this also 
lends weight to the theory that the disease 
is not spread by human contact. If the dis- 
ease were so spread it would have been ex- 
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pected that Florida would have a higher inci- 
dence than a peripheral State since Florida has 
many migrants both from the tropics where 
rates of exposure are relatively high (8) and 
from the endemic areas in the United States. 

That there was no significant change in the 
rates of positive histoplasmin reactors in north- 
ern, central, and southern Florida was of some 
interest. Since south Florida is from 300 to 
500 miles farther distant from the Mississippi 
Valley basin than northwest Florida it might 
be expected to have a lower rate, but our evi- 
dence shows there is no significant decrease of 
the rate in south Florida. It should be remem- 
bered, of course, that the evidence we have pre- 
sented is insufficient to definitely establish this 
as a fact. 

The significant difference between the histo- 
plasmin rates for life-long Florida residents 
(8.0 percent) and nonresidents (16.5 percent) 
is thought to be due to the fact that approxi- 
mately 50 percent of these nonresidents came 


Table 3. Histoplasmin and tuberculin reactors 
with pulmonary calcifications, Florida State 
Hospital, Arcadia, Fla., 1953 


Reactors 
Histo- | Non- 
To- 
Item : plas- | reac- 
tal — Tuber-| min tors 
culin | and 
| bercu- | 
lin 
Number tested_| 711 29 309 | 33 | 340 
Calcification on 
X-ray: 
Number... 29 4 | 15 2 8 
Percent... .. 4.0 13.8 | 4.8 6.0 2. 06 
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from States having a high rate of histoplasmin 
positive reactors. 


Summary and Conclusions 


Eight hundred forty-five white patients 
in a hospital for the mentally ill in central 
Florida were given histoplasmin and tubercu- 
lin skin tests. Of the number 11.7 percent were 
histoplasmin positive and 54.4 percent were 
tuberculin positive. Of the 476 life-long resi- 
dents of Florida in this group, 8.0 percent were 
histoplasmin positive and 52.9 percent, tubercu- 
lin positive. 

These residents of Florida are thus shown to 
be on the periphery of the area of endemic his- 
toplasmosis in the United States. There was 
no significant difference in the histoplasmin 
positive rates found for groups of individuals 
who had lived in either northern, central, or 
southern Florida 50 percent of their lives. 

Movement of individuals from the areas of 
endemic histoplasmosis into Florida and the 
varying distances of residents in northern and 
southern Florida from the Mississippi Valley 
basin have not influenced the histoplasmin pos- 
itive rates. 


EQUIPMENT REFERENCES 


(A) Histoplasmin concentrate (lot CT-189), Eli Lilly 
and Company, Indianapolis, Ind. 


(B) PPD tuberculin tablets, intermediate strength, 
Sharpe & Dohme, West Point, Pa. 
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PHS Advisory Council Appointment 


Dr. Eugene Anson Stead, Jr., has been appointed by the Surgeon General of 
the Public Health Service to serve on the National Advisory Arthritis and Metab- 
: olic Diseases Council, Dr. Stead will advise and make recommendations to the 
on Surgeon General and to the director of the National Institute of Arthritis and 
: Metabolic Diseases on the extramural activities of the institute. A professor of 
medicine at Duke University School of Medicine since 1947, Dr. Stead is also 
physician-in-chief of Duke Hospital, Durham, N. C. His prior associations dur- 
ing 1942-46 include serving as instructor and associate professor at Harvard 
Medical School, professor and dean, Emory School of Medicine, and physician-in- 
chiéf, university division, Grady Hospital. Dr. Stead obtained his medical degree 
at Enfory University. 
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“What We Did and How We Did It” 


A summary of 10 reports presented 


at the sixth annual meeting 
of the Kentucky Public Health Association 


YPICAL of the day-to-day public health 

work in any community are the projects 
described in a series of informal reports pre- 
sented by personnel from local health depart- 
ments at a session of the 1954 Kentucky Public 
Health Association meeting, which was held in 
Louisville, May 19-21. Although not neces- 
sarily unique, these projects are worthy of note, 
for they are illustrative of what is being done 
in public health at the local level and, perhaps 
more important, of how it is being done. The 
projects-range from raising funds for new 
health department buildings to conducting a 
mass blood-testing survey, from promoting the 
purchase of a new garbage truck to encourag- 
ing mothers to see that their children receive 
immunizations. Significantly, in every one of 
the projects, the key to success was citizen 
participation. 

The series of reports is summarized here, 
with the*thought that they may provide en- 
couragement for other local public health 
workers facing similar problems. Moderator 
of the session was Sara C. Stice, director of 
public health education, Kentucky State De- 
partment of Health. Speakers on the program 
were : 

Harry Barry, sanitarian, Ballard, Carlisle, 
Fulton, and Hickman County Health Depart- 
ments. 

M. V. Clark, administrator, Floyd County 
Health Department. 

Thomas Goodin, sanitarian, Bell County 
Health Department. 
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Elizabeth Herman, nurse, Mercer County 
Health Department. 

EK. A. King, M.D., health officer, Harlan 
County Health Department. 

George McKenzie, administrator, Garrard 
County Health Department. 

Robert Mundy, sanitarian, Christian County 
Health Department. 

Josephine Prewitt, clerk, Henry County 
Health Department. 

Abbie Ricks, clerk, Trigg County Health 
Department. 

Edwina Roberts, nurse, Henderson County 
Health Department. 


Floyd County 


A recent mass blood-testing sur- 
vey in Floyd County not only 
demonstrated that the county 
still has a syphilis control prob- 
lem, but also showed what can 
be accomplished through public 
health education and good public relations, 
according to the report from the county health 
department’s administrator. In a period of 12 
working days, 4,200 persons, about one-twelfth 
of the county’s population, were given blood 
tests. Thirty-two of the tests were positive, at 
least 20 of which were believed to represent 
cases of congenital syphilis. 

The program was focused on seniors in the 
public high schools and was publicized as blood- 
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testing for syphilis with emphasis on congenital 
syphilis. It was made known, however, that the 
service was available to anyone in the county. 
Centering the program around the schools was 
considered the best way to encourage the public 
to take advantage of it. Actually, about 20 
percent of the persons tested were not associated 
with the schools. 

An intensive publicity campaign brought the 
program to the attention of the people. The 
weekly newspaper carried a streamer reading 
“Get a free blood test—see article below” and 
a front-page article during the week before and 
the first week of the survey. The local radio 
station broadcast a 15-minute recorded pro- 
gram and frequent spot announcements each 
day, giving the location of the mobile unit and 
urging the people to get a free blood test. A 
short film advertising the program was shown 
during intermission at the local drive-in thea- 
ter. Through the efforts of the local physicians, 
milk companies, bread companies, wholesale 
grocers, and school officials, 20,000 handbills 
were distributed. During the week prior to the 
survey, a film and a talk on syphilis were pre- 
sented to the school children, and the evening 
before the mobile unit was to visit a particular 
school, each child was given a handbill to take 
home to his parents. 

Despite the success of the survey in terms of 
numbers of blood tests made and the splendid 
cooperation of many persons, it was felt that it 
perhaps failed to reach those who most needed 
to be reached. Children were heard to say, “My 
mother told me that she would whip me if I took 
a blood test,” and it was believed that this was 
the attitude of many parents who were afraid 
their children might show a positive reaction. 


” 


Mercer County 


OON after its formation in 1950, the citizens 
health committee in Mercer County proved 

its value by helping the county health depart- 
ment secure funds to continue operation. A 
mass meeting of the committee with represent- 
atives from each of the civic organizations in the 
county resulted in substantial increase in the 
appropriations from all the contributing 
agencies. At present, the committee is‘working 
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on plans for a new health center. It has had 
speakers at meetings of all the civic clubs and 
has held a mass meeting’ to make plans for 
financing the project. 

The Mercer County Health Department has 
received assistance in its maternal and child 
health program from another community 
group, the county homemakers club. Members 
of the club first made a survey to locate infants 
and preschool children who had not received 
immunizations. Then they visited the homes of 
these children, some of them in remote parts of 
the county, and invited the parents to bring the 
children to the clinics. They furnished trans- 
portation in many instances, and they assisted 
the clinic staff with recordkeeping. 


Fulton County 


How funds were raised to build 
new health centers was the 
project reported from Fulton 
d County. Unable to obtain State 
funds to convert an unused 
school building into a health 
center, the health department decided to con- 
sider other means of accomplishing its objec- 
tive. The board of health was asked to approve 
the building of new health centers, and the 
chairman of the board was selected to present 
the problem to the Chamber of Commerce in 
the town of Hickman and the Lions Club in the 
town of Fulton, Hickman and Fulton being the 
locations of Fulton County’s two health depart- 
ment offices. Protests that the people had re- 
cently made large contributions to such projects 
as a factory, a ball park, and a swimming pool 
were raised, but the organizations agreed to 
see what could be done for the health depart- 
ment. 

In Fulton, the Lions Club succeeded in rais- 
ing about $4,000 among the townspeople and, 
with the assistance of all the other civic groups 
in the area, another $8,000 from the farmers. 
In Hickman, the Chamber of Commerce began 
its campaign with the farmers and succeeded 
in raising $12,000, made up largely of $200, 
$150, and $100 donations. 

“If you and your county should undertake 
such a program, don’t be discouraged by those 
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who tell you that it can’t be done,” the sani- 
tarian declared. He pointed out that even if 
the money is not raised, the project will serve 
to bring the health department to the attention 
of the people. 


Henry County 


To gain the support of the peo- 
ple for health. programs, the 
Henry County Health Depart- 
ment has enlisted the aid of sev- 
eral groups—the county med- 
ical society, the rural health 
council, the parent-teacher association council, 
churches, and civic clubs. The rural health 
council discusses health problems and handles 
most of the publicity. Citizen participation 
through these groups has been especially effec- 
tive in three of the health programs—tubercu- 
losis control, sanitation, and nutrition—the 
health department clerk reported. 

This year, 1954, was deemed Henry County’s 
most successful in publicizing the tuberculosis 
mobile X-ray unit. Newspaper publicity in- 
cluded articles; half-page advertisements giv- 
ing, among other information, a list of people 
who could provide transportation; a letter 
signed by the secretary of the medical society 
urging the people of the county to take ad- 
vantage of the service; a proclamation signed 
by the county judge; and a letter of gratitude 
from a tuberculosis patient discovered in the 
1953 survey. 

Whenever the health department calls a 
meeting vf citizens to help with any of its pro- 
grams, the clerk explained, the importance of 
the meeting is made clear by stressing the spe- 
cific responsibility of each person invited. Let- 
ters are written about a week in advance, and 
phone calls are made the day of the meeting 
as a reminder. 


Garrard County 


HE speaker from the Garrard County 
Health Department emphasized the im- 
portance of the “little things” in attaining suc- 
cess in public health work. Cleaning up prem- 
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ises, building a sanitary privy, or connecting to 
the city sewer and water system is not an earth- 
shaking event, but it is the sort of thing which 
counts, he said. 

He attributed the success the health depart- 
ment has had in increasing its operating funds 
during the last 4 years to the fact that the health 
department has let the people know what it 
is trying to do and, at the same time, has paid 
heed to what the people want. He recom- 
mended that an opportunity to talk to com- 
munity groups, to publish articles in the news- 
paper, or to write a report never be missed. 

The Garrard County representative suggest- 
ed that public health workers meet with the 
courts, the city councils, and the school boards, 
not only when they are asking for additional ap- 
propriations but at other times too. He also 
urged that they visit with the mayor, the judge, 
the magistrates, the school superintendents, and 
members of the medical profession. 


Trigg County 


In Trigg County, improving 
child health was the initial 
concern of the recently organ- 
ized citizens health committee. 
Three projects in this field were 
selected: a survey of the im- 
munization status of all children under 3 years 
of age; contacting mothers of 3-month old in- 
fants to encourage them to take their children 
to the family doctor or the health department 
for immunizations; and organization of well- 
baby clinics. Committee members took over 
the responsibility of sending out mimeographed 
letters to mothers, and they visited each home 
from which the letter was not returned. They 
also helped to promote “Immunization Week.” 

Physicians have reported that several moth- 
ers brought their infants for immunizations 
as a result of the notices sent out by the com- 
mittee, the health department clerk, who spoke 
for her agency, stated. She also noted that the 
work done so far by the citizens health commit- 
tee has helped it to recognize other existing 
health problems and to realize that the prob- 
lems are the people’s problems, not just jobs for 
the health department. One committee mem- 
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ber has mentioned possible sanitary problems in 
school cafeterias, and another has suggested a 
dental health program, she said. 


Christian County 


In Christian County the health 
department initiated and 
supervised an antirabic vac- 
cination program, but it was 
the civie clubs, other organiza- 
tions, and individuals of the 
communities who put the program over. 

The Civitan Club of Hopkinsville was the 
first group to become interested in the program. 
As soon as a tentative schedule for the cam- 
paign was set up, the four local soft drink 
bottling companies offered to finance the print- 
ing of posters announcing the program. The 
senior class of Hopkinsville High School helped 
with the publicity and assisted when the cam- 
paign got underway by helping to fill out the 
vaccination forms. Four local veterinarians 
assisted in planning and carrying out the 
program. 

The planning of newspaper and radio pub- 
licity began weeks in advance. Articles were 
submitted to the newspaper, and one day the 
program made the headlines. The newspaper 
also carried the daily schedule on the front 
page. During the week of the campaign, the 
local radio station broadcast three times a day 
a program recorded by the health department 
staff. 

Emphasizing the importance of sound public 
relations in putting over any kind of health de- 
partment program, the speaker from the Chris- 
tian County Health Department urged public 
health workers to establish contacts with the 
leaders of the community. He felt that access 
to a radio station is of prime importance for a 
health department, and he considered the pos- 
session of a tape recorder “ideal.” 


Bell County 


ETTING the mayor and the city council 
of Pineville in Bell County to pass an 
ordinance for the purchase of a new garbage 
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truck, one with the capacity to carry a mechan- 
ical bed, began with the assembling of data on 
the garbage collecting practices. The Bell 
County Health Department sanitarian, who 
described this project, counted the number of 
stops the garbage truck made and the number of 
homes that did not have approved garbage cans. 
He showed the amount of time wasted in load- 
ing and unloading the truck and the number of 
unnecessary trips to and from the garbage 
dump. 

The data were then presented to the people 
through reports in the local newspapers and 
the health department’s weekly radio program. 
To get the key people of the community inter- 
ested, a letter was sent to each of the 12 civic 
clubs in the Pineville area, explaining the proj- 
ect and asking them for their recommendation 
and approval. All the clubs voted to support 
the project, and, with the clubs’ endorsements 
and the survey data, the health department san- 
itarian proposed the project to the city council. 


Harlan County 


bia Not organized until April 1954, 
> the advisory health council in 
Harlan County has already 
begun work on two projects: 
cleaning up roadsides, towns, 
and thickly settled communi- 
ties, and a method for determining whether or 
not children are receiving the proper immuniza- 
tions. For the first project, subcouncils, each 
composed of about 20 persons, have been 
organized in 5 communities to promote and 
carry out the work. For the second, a double 
postcard will be sent to every mother 6 months 
after the birth of her child, one-half of the card 
providing information on the type of immuni- 
zations the child needs and how to get them, the 
other half to be filled out and returned by the 
family physician. If. no reply is received 
within a reasonable time, a public health nurse 
will visit the homes. The council, composed of 
18 persons, includes representatives from min- 
isterial associations and civic organizations, 
members of the boards of education, city and 
county officials, physicians, and businessmen. 
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Henderson County 


HE citizens health committee in Henderson 

County, soon after its reorganization in the 
summer of 1952, began work on three public 
health problems: sewage disposal, nutrition, 
and child health. Its first action was the for- 
mation of a special committee on each of these 
problems to collect facts and to plan ways of 
presenting them to the public. 

A year and a half’s work on the sewage dis- 
posal problem—Henderson, as well as other 
cities along the Ohio River, had been notified to 
take steps to prevent dumping of raw sewage 
into the river—has resulted in plans to build a 
sewage disposal plant which will cost an esti- 
mated $3 million. To obtain this result, the 
sewage disposal committee began by present- 
ing a program on the subject to civic clubs and 
other organizations. 

The nutrition committee began its work with 
a preliminary 1-day diet survey, in which 288 
children in the city and county schools partici- 
pated. There followed a study of nutrition in 


and again before the end of the school term, 
3-day diet surveys were made, each child was 
weighed and measured, and hemoglobin de- 
terminations were done. On the first examina- 
tion, many of the children showed a hemoglobin 
so low that the physicians working with the 
committee recommended giving them iron pills. 
On the second examination, several of the chil- 
dren showed an increase in hemoglobin and all 
had gained weight. This year the study is 
being repeated in the same schools. 

The interest in nutrition stimulated by this 
study is exemplified by the request from the 
county superintendent of schools that a work- 
shop be held for all workers in the school lunch- 
rooms. The nutrition program has also served 
to show up another health problem in the 
county, namely, intestinal parasites. 'The med- 
ical representatives on the committee are cur- 
rently gathering facts on this problem. 

Toward improvement of child health, the 
committee’s work has resulted in the organiza- 
tion of child health clinics at two housing proj- 
ects. At these clinics, women of the community 
serve as hostesses and take heights and weights 


two of the public schools. In January 1953 __ of the patients. 


Lewis Ryers Thompson 


Dr. Lewis Ryers Thompson, former Assistant Surgeon General of the Public 
Health Service, died at the Public Health Service Hospital in Baltimore, Novem- 
ber 12, 1954, at the age of 71. Among the most notable of his achievements was 
the organization of the National Institutes of Health, of which he was director 
from 1937 to 1942. 

A career officer in the Service for 36 years, Dr. Thompson served in all ranks. 
He was appointed Assistant Surgeon General in 1930, a position he held for 16 
years. At the time of his retirement, November 1, 1946, he was chief of the 
Bureau of State Services. 

Dr. Thompson also served as scientific director of the international health 
division, Rockefeller Foundation, and as a member of the division of medical 
sciences of the National Research Council. He was chief of the medical divi- 
sion of the United States Strategic Bombing Survey in Japan in 1945 and 1946, 
Gilman Thompson lecturer at the University of Cornell, and De Lamar lecturer 
at Johns Hopkins University. He is survived by his wife, son, and daughter, 
who reside at 3917 Virgilia Street, Chevy Chase, Md. Burial was in Arlington 
National Cemetery. 
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Occurrence of Influenza, 


July 1953 to June 1954 


By Dortanp J. Davis, M.D. 


NVESTIGATORS and diagnostic labora- 
tories located in universities, hospitals, and 
Federal and State agencies, including Army, 
Navy, and Air Force installations, have collab- 
orated since 1948 in reporting the occurrence of 
specifically diagnosed influenza as a part of the 
World Health Organization Influenza Study 
Program in the United States. These commu- 
nications are summarized weekly in the Com- 
municable Disease Summary of the National 
Office of Vital Statistics, Public Health Service, 
and are also distributed to health officials and 
interested research workers in the United States 
and other countries, and to the headquarters of 
the World Health Organization in Geneva. 
The program, operating on a worldwide basis, 
also facilitates the exchange of newly isolated 
strains of influenza virus for study purposes. 
During the period covered by this report, July 
1, 1953, to June 30, 1954, the incidence of influ- 
enza in the United States was the lowest in 4 
years. It was characterized by the absence of 
outbreaks caused by influenza A virus although 
infections with influenza B and influenza C were 
recorded. 
The failure to identify epidemic influenza A 
occurred in spite of extended epidemiological 
and laboratory studies by the military services 


Dr. Davis is executive secretary ef the Influenza 
Information Center, WHO Influenza Study Program 
in the United States, National Institutes of Health, 
Public Health Service. He is also chief of the Lab- 
oratory of Infectious Diseases, National Microbio- 
logical Institute of the Public Health Service. In the 
December 1953 issue of Public Health Reports, 
p. 1141, Dr. Davis and Dr. C. C. Dauer discussed the 
occurrence of influenza for the period July 1, 1952, 
to June 30, 1953. 
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and the Public Health Service, and in spite 
of close surveillance by State health depart- 
ments and the Epidemic Intelligence Service 
of the Communicable Disease Center, Public 
Health Service. During almost every month 
of the winter season, Army area laboratories re- 
ported a few instances of a significant increase 
in titer of serum antibodies against influenza A 
in the hemagglutination inhibition tests. How- 
ever, no report of the isolation of influenza A 
virus in the United States was received at the 
WHO Influenza Information Center. 

Influenza B was diagnosed serologically in a 
number of high school students in Santa Clara 
County, Calif., who had respiratory illnesses in 
the middle and latter part of January. In Feb- 
ruary, March, and April, localized outbreaks of 
influenza B were identified in other parts of Cal- 
fornia. In late March and early April, a 
minor outbreak of influenza B occurred at a 
naval installation in Illinois. Strains of virus 
were recovered which appeared to differ from 
the Lee strain. Influenza B was also serologi- 
cally confirmed in localized areas of Minnesota 
during March and April. 

Influenza C virus was recovered first in De- 
cember 1953 at a naval installation in Illinois, 
and then sporadically during the remainder of 
the winter. It was also isolated from 4 mem- 
bers of 1 family and from 2 other individuals in 
Norfolk, who had a respiratory illness in April. 

The mortality experience during the winter 
season gave no evidence of any increase as a re- 
sult of influenza, as, according to the National 
Office of Vital Statistics, is usually the case when 
an epidemic is prevalent. 

In other parts of the Western Hemisphere, in- 
fluenza A was identified in 2 small outbreaks in 
Puerto Rico in March, and 2 isolated strains 
were found to be similar but not identical to 
A/FW/1/50 and A/FLW/1/52. 

In South Africa, during late May and June 
1954, there was a sharp outbreak of influenza. 
Recovered strains examined at the World 
Health Influenza Center in London proved to 
be influenza A similar to the Liverpool strain 
A/England/1/51. In Australia, influenza A 
was also prevalent during the same period. 
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The Chemical Control of Cancer 


By JAMES F. HOLLAND, M.D. 


ATISFACTORY THERAPY for most 
patients with cancer has not been achieved. 
The advances in surgery which permit more ex- 
tensive operations and the increased control of 
tumors which can be exerted by the newer tech- 
niques and more powerful equipment of modern 
radiotherapy still fall desperately short of solv- 
ing the problem. Most physicians are legiti- 
mately skeptical that further advances in these 
two disciplines can successfully cope with the 
challenge. 

In 1953 approximately 224,000 people died 
from cancer in the United States (7). Of all 
patients with malignant disease, it is probable 
that only one-fourth to one-third are cured 
today. Full use of present knowledge and bet- 
ter methods for earlier diagnosis would surely 
save more lives. There remain, however, mil- 
lions of persons who will die from cancer in the 
foreseeable future despite the most informed use 
of surgical or radiotherapeutic procedures, and 
regardless of the most meticulous attention to 
diagnostic techniques. 

If an understanding of life is ever achieved in 
biochemical terms, it is a fair assumption that 
insight into the mechanisms of cancer will be 
realized pari passu. Despite the present lack 
of this understanding, two investigative ap- 


Dr. Holland, previously with the National Cancer 
Institute, Public Health Service, is now associate 
chief of medicine at Roswell Park Memorial Insti- 
tute, Buffalo, N. Y. 
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proaches could be extended with reasonable 
hope of finding useful clinical applications. 

The first approach, studies of carcinogenesis, 
may elucidate avoidable environmental or en- 
dogenous factors which, though now unknown, 
may be responsible for many cancer deaths. 
Recognition and avoidance of certain carci- 
nogenic materials in the environment in the past 
have diminished their hazard. The observa- 
tions of Pott in 1775 on carcinoma of scrotal skin 
in chimney sweeps (2) antedated by decades the 
appreciation of potential carcinogenicity asso- 
ciated with beta-naphthylamine and benzidine 
(bladder), ultraviolet radiation (skin), X-ir- 
radiation (skin, marrow, bone), and arsenic 
(skin), to name but a few well-established ex- 
amples. Many other substances have been sus- 
pected of significant roles in human carcino- 
genesis: cigarette smoking (lung), urban soots 
(lung), chromate (lung), asbestos (lung), and 
smegma (penis and cervix) (3-@). 

The positive identification of carcinogens is 
difficult. This difficulty may better be appre- 
ciated if it is recalled that the identity of the 
cancerous process in all its different types and 
loci is far from certain; there may be as many 
endogenous carcinogens as there are cancers, 
and perhaps multiple conditions must be satis- 
fied for malignant growth to occur (7,8). De- 
spite the enormity of the task, the possibility is 
real that etiological and pathogenic factors can 
be identified and can then be avoided or counter- 
acted. Research in carcinogenesis is deserving 
of the most intensive studies. 

Chemotherapy of cancer is the second ap- 
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proach which has the potentiality of effecting a 
major decrease in cancer mortality. This po- 
tentiality has not been realized in man; indeed, 
no compound in use or under study at present 
offers significant promise of producing cure of 
human cancer. That there are systemic agents 
at all which alter the course of some malignant 
diseases is a signal achievement worthy of full 
exploitation. Several drugs in current use offer 
worthwhile benefit to cancerous patients. Close 
study of these agents may promote synthesis of 
drugs possessing cancerocidal rather than can- 
cerostatic action, or discovery of compounds 
better able to provide remissions, if not cures. 

Certain characteristics of the several cancer 
chemotherapeutic drugs permit their classifica- 
tion in different ways. Perhaps the broadest 
of these classifications describes the mechan- 
ism of action as interpreted clinically. Essen- 
tially these drugs may be segregated into 
(a) those agents which chiefly effect the host’s 
response to, or toleration of, malignant tissue, 
with a variable degree of effect on the cancer 
cells, and (6) those agents which exert toxic ac- 
tion directly on cancer tissues, with a variable 
degree of toxicity in normal host cells. 

The antineoplastic effect of the drugs to be 
discussed, although not cell-specific, is not dif- 
fuse nor wholly nonspecific. To a great extent 
the effect is limited to a certain disease or group 
of diseases. Without major exception, those 
malignant growths which currently can be fa- 
vorably modified by drugs arise from hema- 
topoietic tissues, lymphoid and reticular tissues, 
and from some of those organs whose functional 
status is influenced by endocrine control. 
For the vast majority of individuals with 
metastatic carcinomas, there is no drug of 
proven value. Many reasons might be ad- 
vanced for the failure of response of carcinom- 
atous cells. Surely there are chemical differ- 
ences between carcinomatous and lymphomatous 
cells. These may involve such factors as the 
relative degree of variance from normal cells, 
the rate of growth, and the ability to tolerate 
or adapt to modified biochemical environment. 

The drugs of clinical value with current ap- 
plicability in cancer chemotherapy are: the 
nitrogen mustard compounds, mechlorethamine 
and triethylene melamine; the folic acid antag- 


1152 


onists, a-methopterin and aminopterin; the 
purine analog, 6-mercaptopurine; the hor- 
mones, cortisone and testosterone ; and the estro- 
genic substance stilbestrol. Note will be made 
of adrenalectomy and hypophysectomy and of 
some chemical agents of limited clinical impor- 
tance: urethane, myleran, and the ethylene 
phosphoramides. 


Nitrogen Mustards 


Mechlorethamine (HN2) has usually been 
called nitrogen mustard, the generic name for 
the entire group of compounds, since its initial 
use in clinical medicine in 1942 (9). It isa 
highly active compound which. forms stable 
linkages with many constituents of essential bio- 
chemical reactions, according to the general 
schema in figure 1. 

Reactions occur with amino groups, carboxy] 
groups, sulfhydryl radicals, proteins, certain 
vitamins, purine and pyrimidine compounds, 
nucleic acids and with many other molecules of 
biological importance (10). The rate of chem- 
ical reaction with these compounds is extraordi- 
narily rapid, and within several minutes the 
drug is fixed to tissue constituents. Most of 
the effects of such chemical alterations, how- 
ever, are not manifest biologically until many 
hours or days later. 


CL + ,CHe 
CH3-N —> CH3 +Cl 


+7 He CHs 
CH3-N-CH2 + 
soon 

CH3-N-CH,CH,—N-CH +H 

CH2CH2 Cl COOH 


Figure 1. The interaction of mechlorethamine 
with the amino acid, alanine. 


Triethylene melamine (TEM) possesses three 
ethylenimine groups and participates in reac- 
tions similar to those of mechlorethamine. 
There is no essential difference in their mech- 
anisms of action, nor in their spectrum of anti- 
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tumor effects. Both nitrogen mustard com- 
pounds demonstrate their greatest usefulness in 
the lymphomas, and each should be employed 
as a complement to radiotherapy. They do not 
supplant localized irradiation in the treatment 
of localized disease. When a lymphoma be- 
comes “active” simultaneously in multiple sites, 
however, its control by radiotherapy is difficult 
or impossible. The delivery of sufficient radia- 
tion to several involved areas in an attempt to 
control tumor growth may induce profound 
marrow suppression or death. 

The efficacy of HN2 and TEM is qualitatively 
the same in Hodgkin’s disease and the lym- 
phosarcomas. In the latter, the effects are 
usually the most striking in giant follicular 
lymphosarcoma, to a lesser extent in lym- 
phocytic lymphosarcoma, and least in reticulum 
cell lymphosarcoma. In the course of Hodg- 
kin’s disease, fever, pruritis, exacerbations in- 
volving multiple node areas, and other indi- 
cations of generalized disease are common. 
The administration of mechlorethamine or tri- 
ethylene melamine is frequently propitious 
under such circumstances. Decrease or disap- 
pearance of tumor masses, beginning even 
within 24 hours, abolition of fever, relief from 
itching, and other evidences of clinical remis- 
sion may follow shortly upon the administra- 
tion of a nitrogen mustard compound. 


‘Cn, 


Triethylene melamine 


The duration of such remission, if it occurs, 
is extremely variable; although in giant fol- 
licular lymphosarcoma remission of generalized 
disease may persist for months or years, the 
average duration in Hodgkin’s disease and 
lymphocytic lymphosarcoma is measured in 
weeks, Radiotherapy may be used to great ad- 
vantage to effect further regression in impor- 
tant local areas if the response to mechloretha- 
mine or TEM has been suboptimal. 

Another indication for mechlorethamine 
arises when space-occupying or invasive lym- 
phomas have compressed to dangerous extent 
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such organs as the trachea or the spinal cord. 
An initial vascular reaction with edema, fre- 
quently encountered after aggressive radio- 
therapy, is not seen with mechlorethamine. In- 
travenous administration of this compound 
may offer rapid effect in an emergency situation. 

It has been stated that the nitrogen mustard 
compounds are effective in radioresistant 
lymphomas, that they preserve the sensitivity 
of a tumor to radiation, and that their use 
prolongs life in a way different from, and sup- 
plementary to, the benefit gained from radio- 
therapy. There would seem to be little sub- 
stance to these claims. The apparent effect of 
nitrogen mustards in lymphomas not respond- 
ing clinically to radiation is explained by the 
suppression of many areas of tumor activity 
simultaneously. In contrast, successive radia- 
tion treatments to local areas allow new or 
continuing tumor activity to flourish in un- 
treated sites. When a tumor mass fails to re- 
gress locally under properly directed and ade- 
quate radiation therapy, no major regression 
is to be expected in that area after nitrogen 
mustard administration (77). It has been 
demonstrated that no difference in survival 
exists between a group of patients with Hodg- 
kin’s disease treated with radiotherapy alone 
and a group subjected alternately to courses of 
radiation and mechlorethamine treatment (72). 
The number of radiation treatment days per 
month in the mustard plus X-ray group was 
decreased, however, in contrast to radiation 
alone, thus affording easier clinical manage- 
ment of the patient. 

In other diseases, nitrogen mustard com- 
pounds give measurable improvement, ranging 
from major regression of the neoplasm to symp- 
tomatic benefit. Because of the convenience of 
oral administration, TEM is profitably em- 
ployed in mycosis fungoides, in chronic myelo- 
cytic leukemia, in chronic lymphocytic leukemia 
in small dosage, in metastatic cystadenocar- 
cinoma of the ovary unsuited to other therapy, 
and in some cases of inoperable bronchogenic 
carcinoma (73-15). Recently, TEM has been 
found to produce far better results when used 
in conjunction with X-ray therapy, than X-ray 
alone in the treatment of retinoblastoma (6). 
There is no convincing evidence that the re- 
sults of using the nitrogen mustards in sar- 
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coidosis and the nephrotic syndrome, or in other 
nonmalignant diseases, justify the procedure. 

The toxicity of mechlorethamine is expressed 
almost immediately in nausea and vomiting, 
but this manifestation is satisfactorily con- 
trolled in most individuals with chlorproma- 
zine. Triethylene melamine is a less serious 
offender in this respect. Lymphocytopenia 
followed by granulocytopenia, thrombocyto- 
penia, and anemia is common to both HN2 and 
TEM administration. The occurrence of 
severe marrow depression is not infrequent in 
those patients with marrow replacement by 
tumor or with suppression of hematopoiesis 
from prior radiation or chemotherapy. If 
tumor invasion of the marrow is decreased fol- 
lowing the nitrogen mustards, however, hema- 
topoietic improvement may counterbalance the 
pancytopenia from the drug (73, 17). 

Mechlorethamine must be administered in- 
travenously ; this is conveniently performed by 
injecting the drug freshly dissolved in water or 
saline through the tubing of an infusion al- 
ready running. Extravasation is highly ir- 
ritating and venous thrombosis is not uncom- 
mon when HN2 is injected directly. The 
administration of 0.4 mg./kg. as a course of 
treatment is usually both safe and effective. 
This may conveniently be done by giving 0.2 
mg./kg. on two successive evenings so that 
heavy nocturnal sedation may also be utilized 
to inhibit vomiting. 

The parenteral administration of TEM 
would seem to command little advantage over 
HN2 (73). Its oral use, however, is worth 
while because hospitalizations solely for nitro- 
gen mustard therapy can largely be avoided. 
When administered to a fasting patient, with 2 
gm. of sodium bicarbonate to neutralize the gas- 
tric contents, formation of gctive ethyleni- 
monium ion in acid medium is prevented, and 
reaction with compounds in the alimentary con- 
tents minimized. The use of 5 or 10 mg. of 
TEM initially, sometimes followed in 10 to 20 
days with 5 and rarely 10 mg., has proved en- 
tirely satisfactory to achieve a “mustard ef- 
fect” (18). The failure of repeated-dosing 
regimens (13, 19) to produce early hematopoie- 
tic depression, despite the large total doses in- 
gested, probably lies in acidic activation and 
reaction of the ethylenimonium ion of TEM 
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and consequent failure of absorption of fully 
active drug. When administered with suffi- 
cient alkali, it is likely that such large total 
doses would prove disastrous. 


Folic Acid Antagonists 


The association of anemia in chicks with de- 
ficiency of dietary substances found in liver, 
spinach, and yeast was subsequently recognized 
to represent, in actuality, folic acid (pteroyl- 
glutamic acid) deficiency (20-23). Granu- 
locytopenia in rats on purified diets was found 
to be correctible by administering folic acid 
(24). Acceleration of the acute leukemic proc- 
ess in children after administering derivatives 
of folic acid was described (25). The clinical 
trial of a compound chemically similar to folic 
acid, but antagonistic to it in a bacterial system 
dependent on folic acid for growth, was a nor- 
mal sequence. The improvement in acute leu- 
kemia caused by the 4-amino substituted coun- 
terpart of folic acid, aminopterin, established 
the antineoplastic use of metabolic antag- 
onists (25). 

The 4-amino group is necessary for effective 
biochemical competition. A-methopterin (re- 
cently renamed methotrexate), the 4-amino-10- 
methyl-pteroylglutamic acid, has become the 
most widely used of the antagonists because of 
its clinical suitability. The folic acid antag- 
onists affect many biochemical systems where 
transfer of single carbon units is involved. The 
syntheses of purines and nucleoproteins, the 
activities of several enzymes, the transforma- 
tions of certain amino acids, and probably many 
other processes are diminished or interrupted 

26). 

In experimental systems involving mam- 
malian tissues the inhibition exerted by a folic 
acid antagonist has been found to be irreversible 
by folic acid itself. Recent study has es- 
tablished, however, that folic acid exists in 
equilibrium with folinic acid in the body. This 
more active compound can successfully com- 
pete with aminopterin, and it has been sug- 
gested that the antagonist irreversibly prevents 
conversion of folic acid to folinic acid, whereas 
the antagonism to folinic acid is competitive and 
reversible (27). These relationships are shown 
in figure 2. 
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Figure 2. The relation of aminopterin to folic and folinic acids. The shaded arrows indicate nor- 
mal metabolic pathways. The black arrow represents complete and irreversible antagonism. 
The interrupted arrow represents competitive antagonism. 


In acute leukemia of childhood, the use of 
methotrexate may result in a temporary ces- 
sation of the clinical and morphologic charac- 
teristics of the disease. Within a period of 10 
to 50 days, one may see disappearance of blast 
cells in the marrow and peripheral blood, regres- 
sion of adenopathy and visceromegaly, rees- 
tablishment of erythropoiesis, normal leuko- 
cyte and platelet production, healing of bone 
lesions, and clinical well-being. Approxi- 
mately one-third of those children treated will 
enjoy a complete or “hematologic” remission, 
and another one-fifth will sustain appreciable 
benefit despite the readily demonstrable pres- 
ence of leukemic cells. The duration of im- 
provement may continue for a few years in 
isolated instances, but in the average remis- 
sion, benefit lasts about 10 weeks (28). 

In-the acute leukemias of adulthood, results 
comparable to those encountered in children are 
disappointingly rare. Although remissions do 
occur, only 13.5 percent of 163 adults selected 
from several reported series experienced any 
clinical benefit whatever (28). 

Clinical and morphologic manifestations of 
acute leukemia reappear at some time during 
or after folic acid antagonist therapy. Al- 
though a second and even a third remission may 
sometimes be effected by reinstitution or in- 
crease of the drug, eventually the disease be- 
comes refractory to folic acid antagonist 
therapy. 
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This refractoriness can be exemplified and 
interpreted by consideration of acute leukemia 
in rodents. The emergence of resistant strains 
of leukemic cells which can survive and multi- 
ply despite ordinarily suppressive levels of 
antagonist has been demonstrated (29). An 
understanding of the insensitivity of the cells to 
antagonists can probably be found in such fac- 
tors as more efficient absorption and utilization 
of folic acid, failure of antagonist to gain access 
intracellularly, better detoxification of antag- 
onist, or alteration of cellular metabolism so that 
different pathways of synthesis can be utilized 
when those dependent on folic acid or folinic 
acid are blocked (30). It is probable that erad- 
ication of billions of leukemic cells sensitive to 
an antagonist leaves a residue of preexistent 
mutant cells insensitive to the drug. When 
multiplication of these unopposed mutants pro- 
duces a nearly pure strain of resistant cells, no 
response to the provoking antagonist can be 
anticipated. Such insensitivity to folic acid 
antagonists in leukemic cells is a heritable trait, 
and strains of transplantable rodent leukemia 
which have developed resistance are maintained 
in many laboratories. A similar explanation is 
probably applicable to human acute leukemia 
when refractoriness to a metabolic antagonist 
occurs. 

The chronic leukemias are relatively resistant 
to the folic acid antagonists, and their use in 
these diseases finds little support in the clinical 
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literature. The temporary response of neuro- 
blastomas in children to methotrexate admin- 
istration occurs sufficiently often to make 
this a reasonable palliative effort. Sporadic 
and unimpressive response has been reported in 
a variety of other neoplastic diseases investi- 
gated, but in none of these are the results suf- 
ficiently encouraging to suggest clinical appli- 
cation. 

Toxicity is most apparent in those body 
tissues where rapid cellular proliferation is 
characteristic. Marrow depression with severe 
leukopenia, granulocytopenia, anemia, and 
thrombocytopenia may occur. The epithelium 
of the alimentary canal is highly susceptible. 
Anorexia, vomiting, diarrhea, and abdominal 
pain are often early indications of host toxicity. 
Ulceration of the oral mucosa, necrosis of inter- 
dental papillae and intestinal bleeding are more 
serious adverse effects. Skin eruptions and 
alopecia are occasionally seen. , 

The toxicity of aminopterin or methotrexate 
is counteracted to some extent by the use of 
folinic acid (citrovorum factor, Leucovorin). 
The biochemical competition exerted by folinic 
acid interrupts the metabolic blockade of the 
antagonist, and normal chemical pathways are 
presumably reestablished. A feeling of well- 
being replaces the malaise and apathy which 
accompany the toxic state. Remission of the 
signs of toxicity follows. There is no con- 
clusive evidence that folinic acid per se modifies 
the acute leukemia (37). 

Methotrexate is administered in doses of 2.5 
to 5.0 mg. daily, orally. Only rarely are larger 
daily doses worth while, and then the risk of 
fulminant toxicity is considerable. The mini- 
mum effective dose of folinic acid for relief of 
methotrexate toxicity is not firmly established. 
In the range from 10 to 30 mg. daily in divided 
intramuscular doses, satisfactory results have 
been observed (37). 


Purine Analogs 


The dominant position that nucleoproteins oc- 
cupy in cellular metabolism and reproduction 
has prompted extensive studies of their bio- 
chemistry. Nucleic acid is the highly poly- 
merized residue of nucleoprotein after protein 
has been removed. The constituent moieties 
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of any particular nucleic acid are molecules of 
phosphoric acid, of a pentose sugar, ribose or 
desoxyribose, and of a few: types of the heter- 
ocyclic compounds, pyrimidines and purines. 
Analogous compounds to the pyrimidine and 
purine bases have been synthesized (32, 33) in 
search of metabolic antagonists which could 
modify the formation of nucleoproteins in cell 
reproduction and survival. Many antimetab- 
olites active against micro-organisms, malarial 
parasites, and animal tissues have resulted from 
these systematic studies. 


NH, SH 
\ 
N C- Nw N C-Ny 
CH | CH 
HC C-N~ HC C-N~ 
\y7 oH \y7 oH 
Adenine 6-Mercaptopurine 


The activity of 6-mercaptopurine against 
certain transplantable animal tumors has been 
shown to be remarkably efficient (24, 35). Its 
introduction into clinical medicine in April 
1952 was rapidly followed by a definition of its 
scope of usefulness; to date it is the most 
practicable of the purine analogs for use in man. 

The mechanism of action of 6-mercaptopur- 
ine is unknown. It has not yet been proved 
that 6-mercaptopurine is incorporated into nu- 
cleic acids, although much evidence suggests it. 
Further, if incorporated, it is not known exactly 
how this is detrimental to the cell. There are 
physiological compounds of importance other 
than nucleic acids which contain adenine, such 
as coenzymes, and it is possible that 6-mercapto- 
purine exerts antagonism to adenine in these 
compounds. 

Clinically, 6-mercaptopurine demonstrates 
salutary effects in the acute leukemias and in 
chronic granulocytic leukemia (36). Approxi- 
mately one-third of the children and a smaller 
proportion of adults with acute leukemia enjoy 
major reduction in acute leukemic pathology 
and symptoms when taking 6-mercaptopurine. 
A lag period of a few days to several weeks may 
precede response. When well established, a 
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remission may progress to disappearance of 
adenopathy, visceromegaly, and abnormal cells 
in marrow aspirates. The duration of remis- 
sions is usually measured only in weeks or 
months. Relapse occurs when blast suppres- 
sion is ineffective. This is explained, as with 
the folic acid antagonists, by the resistance of 
the leukemic cells to the biochemical actions of 
6-mercaptopurine. Similar resistance phe- 
nomena have been demonstrated and studied in 
murine leukemia (37). 

In chronic granulocytic leukemia, satisfactory 
decrease in peripheral white count and viscer- 
omegaly can be achieved with 6-mercapto- 
purine. In the blastic crisis of the acute pre- 
terminal phase of chronic granulocytic leu- 
kemia, reports of temporary improvement from 
6-mercaptopurine have been made. ‘This stage 
of the disease has been singularly unresponsive 
to radiation or other chemical agents, and 6- 
mercaptopurine commands a unique advantage 
here. In generalized reticulum cell lympho- 
sarcoma, 6-mercaptopurine has produced minor 
benefit. It holds no significant value for 
chronic lymphocytic leukemia, the other lym- 
phomas, or in patients with metastatic carci- 
noma (36). 

In ‘both experimental and clinical leukemia 
it has been shown that the inhibitions effected 
by folic acid antagonists and purine analogs 
are not biochemically the same. Thus, resist- 
ance to an antifolic compound does not preclude 
sensitivity and response to an antipurine, and 
vice versa (36,37). The sequential use of these 
compounds, therefore, offers the possibility of 
two remissions. There are theoretical advan- 
tages to the simultaneous use of both compounds 
froni the start of treatment (38), and this area is 
being explored clinically (39). 

The toxicity of 6-mercaptopurine is manifest 
by phenomena quite similar to those of the anti- 
folic compounds. Substantial inhibition of 
hematopoiesis with resultant pancytopenia may 
lead to death. In some instances, leukopenia 
precedes thrombocytopenia and anemia suffi- 
ciently to afford warning of impending danger. 
Gastrointestinal dysfunction occurs less fre- 
quently than with methotrexate, but may be 
equally as severe. Oral ulceration ascribed 
to the drug has occasionally been seen in patients 
with acute leukemia. No satisfactory agent for 
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the reversal of the toxicity of 6-mercaptopurine 
has been used in man. In rodents, several com- 
pounds which already contain adenine, such as 
adenylic acid and adenosine, or guanine, such 
as guanylic acid and guanosine, are effective 
in diminishing the effects of 6-mercaptopurine. 
The purine bases, adenine, guanine, and hypo- 
xanthine, are inferior in allaying toxicity (40). 
The dose of 6-mercatopurine ordinarily em- 
ployed is 2.0 to 3.0 mg./kg. daily by mouth. 
More intensive dosage regimens are said to 
offer slightly more efficacy, but the toxicity en- 
countered is increased. There is little support 
for intermittent dosage regimens. Once the 
drug has been instituted in acute leukemia, dis- 
continuation, except for toxicity or refractori- 
ness, is unnecessary. Sufficient time has not 
elapsed to judge the optimal methods for use of 
6-mercaptopurine in chronic granulocytic leu- 
kemia except in its acute terminal phase where 
continuous administration is practiced. 


The Adrenal Cortical Steroids 


The adrenal cortical steroids, cortisone and 
hydrocortisone produce qualitatively indis- 
tinguishable responses and will not be treated 
separately. Corticotrophin elicits entirely sim- 
ilar phenomena by inducing endogenous cor- 
ticosteroid production. Accordingly, cortisone 
will be used for the generic name. 


anf’? 
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Cortisone 


The response to cortisone has been widely 
studied in patients with malignant disease. 
Some apparently specific responses occur in 
addition to a sense of physical well-being, poly- 
phagia, and elation, which many patients may 
experience temporarily irrespective of the type 
of their neoplasm. The most satisfactory 
specific effect is seen in acute leukemia of child- 
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hood. With dramatic speed, regression of 
the signs of disease may occur when cortisone is 
administered. The swiftness, and to some 
extent the surety, make cortisone the agent of 
choice when beginning treatment of a critically 
ill acute leukemic patient. Cessation of hem- 
orrhage, often before any change in platelet 
count, and return toward normal hematopoiesis 
may be evident within a few days. Complete 
regression of the disease state may follow. 
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Hydrocortisone 


The mechanism of action is unknown. There 
is a specific effect on the leukemic cell over and 
beyond the systemic benefits, which is probably 
akin to the lymphocytolysis seen in normals. 
The remissions induced are shorter than those 
from a-methopterin or 6-mercaptopurine, aver- 
aging about 6 weeks. If relapse appears while 
taking adequate cortisone, increase in dosage 
is but a temporary expedient, and the disease 
rapidly becomes wholly uninfluenced by the 
drug. It is in this period of increasing dose 
and declining antineoplastic activity that the 
patient may be subjected to intense hyper- 
adrenocorticism. 

There is no interrelation of sensitivity or re- 
fractoriness to cortisone, 6-mercaptopurine, or 
a-methopterin. A particular child may enjoy 
hematologic remission from any, all, or none 
of these drugs (36). No criteria are yet avail- 
able to predict susceptibility other than clinical 
trial; accordingly, consideration must be given 
to clinical management and the choice of anti- 
leukemic drug which is to be used first. When 
the severity of the patient’s disease threatens 
imminent demise or catastrophe, cortisone is 
best employed, because of its rapidity of action 
and value in thrombocytopenic hemorrhage, in 
an attempt to assure survival for a trial of the 
other drugs. Of the antimetabolites, it. would 
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seem safer to begin with methotrexate because 
folinic acid has at least the potentiality of com- 
peting with methotrexate in the event serious 
drug toxicity occurs. 

Uremia, attributable to uric acid crystalliza- 
tion within the kidney, has been described fol- 
lowing the use of several different chemothera- 
peutic agents in instances where extremely 
rapid tumor destruction ensues. This is a rare 
complication of acute leukemia when a pre- 
cipitous fall in leukocytes follows institution 
of therapy. 

Cortisone administration produces consid- 
erably less objective evidence of improvement 
in acute leukemia of adults than of children. 
Its administration is often attended by some 
symptomatic benefit, however, which makes it 
worth while. The lymphocytic leukemias, in 
chronic or subacute phase, may respond fa- 
vorably with decrease in leukemic cellular infil- 
trations and increase in normal marrow func- 
tion. In a small proportion of patients with 
Hodgkin’s disease or lymphosarcoma, objective 
diminution in tumor tissue can be demonstrated, 
and in a larger group, clinical improvement oc- 
curs without appreciable change in node masses 
(41 42 ). 

Cortisone often stops bleeding due to throm- 
bocytopenia without increasing the platelet 
count or modifying the cause of disease in any 
other way. Decrease in hemolysis associated 
with splenomegaly in the lymphomas and leu- 
kemias may be detected during cortisone ad- 
ministration. Most of these effects are of short 
duration, but the important temporization af- 
forded frequently allows return of marrow 
function before a myelotoxic insult is again 
sustained. Conversely, there is no apparent ef- 
fect of cortisone on the pancytopenia caused by 
those drugs toxic to marrow function which are 
described in this review. 

Recently, the use of large doses of cortiscne 
(0.3 gm. daily) in treating metastatic carcinoma 
of the breast has been reported to produce ob- 
jective evidence of regression in nearly half 
the patients (43, 44). Favorable response, 
where observed, was unrelated to ovarian or 
adrenal function, since prior surgical removal 
of these glands did not influence the results. 
The longest objective remission from cortisone 
lasted 3 months; symptomatic improvement 


Public Health Reports 


‘ 
: 

Si 
4 
t 


also occurred briefly in another third of the 
patients. At lower doses of cortisone (0.1 gm. 
daily or less) or with moderate doses of corti- 
cotrophin, some subjective improvement, but no 
objective regression has been seen (45). 


Testosterone 


The sex steroid, testosterone, exhibits its only 
major application in neoplastic diseases as a 
treatment for patients with metastatic carci- 
noma of the breast. A feeling of well-being is 
experienced by nearly two-thirds of the pa- 
tients, and oftentimes dramatic disappearance 
of bone pain allows ambulation in otherwise 
bedridden women. 
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Testosterone 


Symptomatic benefits far outstrip the objec- 
tive responses which can be detected by clinical 
criteria or even by metabolic balance studies. 
In only 11-19 percent does regression of osseous 
lesions take place. Effects on soft tissue metas- 
tases occur in about 20 percent of cases but are 
less dramatic clinically than the response of 
bone disease; pulmonary, cerebral, and hepatic 
spread are infrequently improved to a sig- 
nificant extent by the administration of 
androgens (46). 

The action mechanism of androgenic sub- 
stances in metastatic breast cancer is unknown. 
Since clinical improvement is often observed 
without delay in the continuing growth and 
spread of the tumor, it is assumed that most 
of the beneficial effects derive from influences 
on the host tissues and the host’s response to the 
tumor rather than from effects on the cancer 
cells per se. The palliation which results from 
androgen administration is relatively short- 
lived. (47). In one study, of those patients 
who responded favorably to testosterone, 95 per- 
cent did so within 2 months. Reactivation of 
symptomatology occurred within 6 months in 
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58 percent and in less than a year in 95 
percent (48). 

The most widely accepted dosage regimen for 
the administration of testosterone propionate is 
0.1 gm. intramuscularly three times weekly. 
Larger doses of this compound have been found 
to offer little except an increased intensity of 
undesired effects (46). These phenomena in- 
clude voice lowering, hirsutism, acne, edema, 
flushing, and increase of libido (49). 

Methyltestosterone can accomplish virtually 
all the actions of testosterone propionate and is 
a useful oral therapy (50). Chemical hepatitis 
(51), which may occur from methyltestosterone 
treatment, is an uncommon toxicity that is not 
prohibitive. Stanolone, a new analog, offers no 
advantages over testosterone propionate (52). 

In the presence of osteolytic lesions, any of 


‘the androgenic compounds can induce hypercal- 


cemia, presumably through stimulation of the 
local demineralization process with production 
of a calcium Joad in excess of the renal capacity 
for excretion. Hypercalcemia may be mani- 
fested by anorexia, nausea, vomiting, constipa- 
tion, oliguria, azotemia, apathy, coma, and 
death. The occurrence of hypercalcemia in 
approximately 10 percent of the patients treated 
with androgens must be anticipated (53, 54). 
No thoroughly satisfactory treatment for hyper- 
calcemia has been advanced (55). 


Diethylstilbestrol 


Diethylstilbestrol and the naturally occur- 
ring estrogenic compounds are used with good 
response in the majority of patients with car- 
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Diethylstilbestrol 
cinoma of the prostate, and in carcinoma of the 
breast of males and postmenopausal females. 


In males, stilbestrol administration is often 
a part and prolongation of “androgen control” 
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therapy which includes initial castration. In 
elderly females, it is said that estrogen admin- 
istration changes the hormonal milieu to one 
alien to the cancer cells. Whether, indeed, 
stilbestrol has pharmacological antineoplastic 
actions which are independent of its estrogenic 
properties is not known. Regression of the 
primary tumor and soft tissue metastases as a 
result of stilbestrol therapy in carcinoma of the 
breast in females may be a dramatic event. 

In one study, 90 percent of those patients who 
responded favorably did so within 2 months. 
The duration of response produced by estrogens 
was longer than that from testosterone; 30 per- 
cent of the patients were still in remission after 
12 months, and 6 percent had not relapsed after 
2 years (48). Degeneration of tumor cells and 
cicatrization of the tumor area, far in excess 
of similar phenomena in untreated cancers, has 
been demonstrated (56). 

The association of significant benefit from 
estrogen administration and postmenopausal 
status of at least 5 years, without regard to 
chronologic age, is persuasive. Major tumor 
regression has been produced in 24 of 99 women 
5 years or more postmenopausal, whereas, only 
1 of 42 patients below these limits sustained 
similar regression. Eight of the 42 younger 
women suffered exacerbation of their cancer 
from estrogen (48). The use of estrogens in 
this latter group offers considerably less than 
androgen therapy. For the more advanced 
postmenopausal patients, however, stilbestrol is 
the most satisfactory and practicable drug 
(46). 

The frequency of osseous metastases in older 
women is less than that in the physiologically 
younger age groups where testosterone is usu- 
ally employed. In these more aged patients, 
however, equally good regressions of bone me- 
tastases are effected by stilbestrol. Nearly one- 
half of properly selected patients have regres- 
sion in breast, skin, and lymph node spread, and 
one-third experience improvement in pulmo- 
nary lesions. Other visceral metastases are less 
responsive (46). 

The medical management of prostatic cancer, 
by hormonal means, is more satisfactory than 
that for any other disseminated carcinoma. 
Stilbestrol in small doses is capable of pro- 
longing life and palliating symptoms almost as 
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effectively as castration. Extensive data indi- 
cate that a combination of castration and stil- 
bestrol administration reduces mortality and 
morbidity for prostatic cancer more effectively 
than either method alone (57). Decrease in 
tumor activity evidenced by relief from pain, 
palpable diminution in, or disappearance of, 
tumor masses, reduction in, or cessation of, os- 
teoplastic activity of metastases, and a fall in 
circulating acid phosphatase are among the 
benefits seen. Restitution to nearly normal 
health occurs while the tumor is regressive or 
static. A marked decrease in the extent and cel- 
lularity of malignant tissue is noted microscopi- 
cally, and diagnostic characteristics of carci- 
noma may be nearly lacking. 

The duration of such a remission in patients 
who have been castrated and given estrogen 
therapy is appreciable. Thirty-five percent of 
men with metastases, and 50 percent of those 
without metastases, at the time of institution of 
treatment, survive for 3 years (65). Eventu- 
ally, refractoriness to therapy and exacerbation 
of the disease occur despite administration of 


estrogen. A possible explanation of this phe- 


nomenon could be the tumor’s sensitivity to 
androgens produced by the adrenal cortex (58). 
Temporary benefit in a fraction of the men at 
this stage of the disease following bilateral 
adrenalectomy lends some credence to this hy- 
pothesis. The lack of objective response in the 
majority of patients (59, 60), however, suggests 
that adrenal androgenic stimulation is not the 
essential support for progressive growth. 
Rather, a state of relative tumor autonomy, 
without regard to hormonal support or sup- 
pression, seems to succeed the condition of the 
previously dependent cancer in most patients 
(7). Accordingly, adrenalectomy for prostatic 
cancer has largely been abandoned. 

The response of metastatic carcinoma of the 
male breast to castration, with or without estro- 
gen, is qualitatively similar to the response of 
prostatic cancer. The frequency, complete- 
ness, and duration of objective and subjective 
response in the few cases reported (67, 62) are 
better than the response of carcinoma of the 
female breast to oophorectomy or to hormonal 
therapy. 

Many dosage regimens have been advocated 
for stilbestrol administration in cancer patients. 
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These vary in the main from 1 to 1,000 mg. daily. 
A considerable experience has been obtained 
in the lower dosage range from 1 to 15 mg. per 
day in divided doses orally. No convincing 
evidence exists that larger doses accomplish 
qualitatively or quantitatively different results. 
The more common undesired effects of stilbes- 
trol are anorexia, nausea and vomiting, fluid 
retention, breast engorgment (gynecomastia in 
males), nipple and axillary pigmentation, fre- 
quency and incontinence, and interval and 
withdrawal uterine bleeding. Hypercalcemia 
while taking stilbestrol has been reported in 
women with osteolytic metastases from breast 
cancer (46, 49). 


Endocrine Surgery 


Many agents and procedures are currently 
under investigation to determine their place in 
the medical control of cancer. Of these, one 
must mention bilateral total adrenalectomy. 
In certain patients with carcinoma of the fe- 
male breast, adrenalectomy has been shown to 
afford objective and subjective remission (43, 
59, 60, 63, 64). Evidence has been presented 
that.predictability of the response to operation 
may be possible. Differentiation of the tumor, 
in contrast to anaplasia, is reported to be as- 
sociated with good clinical response (63). 
Others have been unable to confirm this (43, 
60). When sensitivity of the carcinoma to ad- 
ministered estrogens has been demonstrated, 
where such sensitivity or “dependency” is de- 
termined by an increase in negative calcium 
balance in patients with metastatic osteolytic 
lesions subjected to a challenge course of estro- 
gens, oophorectomy and subsequent adrenalec- 
tomy have offered benefit, presumably by re- 
moval of estrogen-producing tissues (43). The 
position that adrenalectomy will have in the 
management of metastatic breast cancer is not 
yet defined. In the meantime, the extent: of 
the procedure, with the hospital and economic 
burden entailed, properly limits its indiscrimi- 
nate empiric use. 

Hypophysectomy has been performed by one 
group on nine patients with carcinoma of the 
breast. In only a single patient is sufficient 
data available to assess the response, and she 
enjoyed moderate benefit (65). More recently, 
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objective diminution in osteolysis during the 
course of metastatic breast cancer has been re- 
ported following hypophysectomy in two pa- 
tients who previously had had oophorectomy 
and adrenalectomy (66). The subsequent ad- 
ministration of somatotropin was associated 
with metabolic evidence of progression of the 
disease, reflecting a direct effect of somatotropin 
on human breast cancer. Other reports of fail- 
ure to improve patients with malignant mela- 
noma (67) and adrenal cortical carcinoma (68), 
together with the magnitude of the procedure 
(65), suggest a reserved and critical evaluation 
of this operation before it is enthusiastically 
accepted into surgical endocrine therapy. 


Urethane 


Urethane is a simple chemical compound first 
reported in 1946 to be of use in treating the 
chronic leukemias (69). A considerable experi- 
ence in these diseases has established a place for 
urethane as a satisfactory alternative to radio- 
therapy. Continuous administration at levels 
of 1 to 5 gm. daily may achieve satisfactory re- 
sponse although there is rather wide variation 
in the dose capable of initiating remission. 
In 13 patients with chronic myelocytic leuke- 
mia, 19 to 134 gm. were required in 11 to 36 days 
to effect a drop in leukocyte counts to levels ap- 
proximating 20,000. In chronic lymphocytic 
leukemia, where response was less regular, even 
more discrepant results were encountered (69). 
The compound demonstrates no clinical useful- 
ness in the acute leukemias. Anorexia, nausea, 
and vomiting are prominent side effects, but 
they may be averted by rectal administration 
(65, 66). Pancytopenia may result from ex- 
cessive dosage. 


C-O-CoHs 


Urethane 


The effects of urethane in multiple myeloma 
are variable. Diminution in plasma cells and 
myeloma cells in the marrow, decrease in Bence- 
Jones proteinuria and hyperglobulinemia, relief 
from bone pain with occasional recalcification, 
and striking clinical improvement have been de- 
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scribed (71-73). Such amelioration is incon- 
stant, however, occurring in about one-third of 
the patients with myeloma, and usually persist- 
ing for only weeks to months. Radiotherapy 
directed to painful osseous lesions frequently 
affords palliation and is a helpful adjunct. The 
rarity of objective remission from 6-mercapto- 
purine (74) does not support the routine use of 
this compound in patients with myeloma. Sub- 
stantial improvement does occur in a fraction 
of patients treated with ACTH or cortisone 
(75), and these drugs, because of their relative 
freedom from serious toxicity, seem worthy of 
trial in a given patient. 


Myleran 


Myleran is the most active member of a series 
of aliphatic disulfonic acid esters. This series, 
because of its chemical resemblance to the nitro- 
gen mustards, was purposefully synthesized in 
search of compounds with similar biological 
properties (76). 


ll 
Myleran 


Clinically, myleran has found satisfactory ap- 
plication in chronic myelocytic leukemia (77, 
78) where fall in leukocyte counts, particularly 
of immature granulocytes, decrease in splenic 
size, and rise in hemoglobin follow administra- 
tion. Lymphocytes are relatively resistant to 
the action of the drug, but decrease in platelets 
occurs in virtually all patients and the decrease 
may continue for many weeks after initiation 
of treatment. Bleeding may supervene when 
thrombocytopenia is sufficiently marked. 

Wide variation in dosage regimens has been 
studied. The most satisfactory would appear 
to be maintenance therapy at about 4 mg. daily, 
with or without an initial loading dose, in pa- 
tients checked frequently with blood counts. 
Under such a treatment regimen, approximately 
half of the patients with chronic myelocytic leu- 
kemia whose treatment has been reported have 
enjoyed clinical remission and hematological 
control for 6 months or longer. 
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Resistance to therapy has been encountered 
in some patients after initial response. AlI- 
though patients believed to be refractory to fur- 
ther radiotherapy have responded, in certain 
instances dramatically, remissions have been 
rather unsatisfactory and brief when the cell 
type has been characterized by a higher propor- 
tion of myeloblasts, as is frequently the case in 
the preterminal radioresistant stages of the dis- 
ease. Acute leukemia has not been benefited 
(77,78). Although myleran is effective in sup- 
pressing many rodent neoplasms, it has been 
found ineffective in a variety of metastatic hu- 
man carcinomas (79). 


Ethylene Phosphoramides 


The actions of mechlorethamine and triethy- 
lene melamine in experimental and clinical 
cancer have stimulated the synthesis and in- 
vestigation of other compounds which carry 
ethylenimine groups. Two of the ethylene 
phosphoramides, triethylenephosphoramide 
(TEPA) and _triethylenethiophosphoramide 
(thioTEPA) have been subjected to clinical 
trial. 


Triethylenephosphoramide 


In rats, TEPA and thioTEPA have a spec- 
trum of anticancer effects similar to one another 
and to TEM (80). In patients with a variety 
of malignant neoplasms, the results following 
TEPA administration have approximated 
those with TEM (8/, 83). It has not achieved 
wide clinical application. 
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Triethylenethiophosphoramide 
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ThioTEPA has produced satisfactory initial 
responses in patients with chronic myelocytic 
leukemia (84). Regressions of metastatic car- 
cinomas of the breast and ovary, and of other 
miscellaneous sites have been reported to occur 
with considerable regularity following its use 
by parenteral injection (84, 85). Particularly 
satisfactory remissions have been described 
after injection directly into a tumor mass. 

Inadequate time has elapsed for critical ap- 
praisal of this compound by other investigators ; 
the passage of time will also permit evaluation 
of the duration and clinical value of the re- 
sponse elicited so far. It seems doubtful that 
intratumor injections should be required if the 
drug has striking anticancer effects. 


Conclusion 


The chemical control of cancer has not yet 
been realized. Within the past 15 years a 
more profound understanding of cancer has 
been achieved, and several approaches to its 
treatment with drugs have been reviewed in 
this paper. To an appreciable extent, the ad- 
vances which have been made stem from know]l- 
edge‘and intent rather than from happenstance. 

Cancer cells are different from their normal 
counterparts when viewed under a microscope. 
Although it is possible that this difference is 
purely one of rearrangement of the same chem- 
ical components within the cell, a vast amount 
of evidence defines at least quantitative altera- 
tions in composition. Functional capacities of 
malignant and normal cells of homologous tis- 
sues may be greatly different. Therapeutic 
agents which depend on these quantitative dif- 
ferences in the metabolism of cellular constit- 
uents afford promise for future progress. A 
constant search for qualitative differences be- 
tween neoplastic and normal cells may elucidate 
obvious pathogenic or perpetuating mecha- 
nisms which can be interrupted. Further, it 
seems within the realm of possibility that phar- 
macological agents will be found that can effec- 
tively counteract the etiological factors which 
lead to cancer—be they viral, chemical, or physi- 
cal exposure; idiopathic mutation; or a still un- 
recognized multitude of cellular insults. 
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Joseph Goldberger Award Presented 


Dr. Russell M. Wilder, director of the National Institute of Arthritis and 
Metabolic Diseases, Public Health Service, from 1951 to 1953, recently received 
the American Medical Association’s Joseph Goldberger Award for clinical nutri- 
tion. He was cited for his studies of diabetes mellitus and carbohydrate 
metabolism and for his program for nutrient-fortified foods. 

The Joseph Goldberger Award, which consists of a medal and $1,000, is named 
for the famous National Institute of Health scientist, who was the first to 
demonstrate that pellagra is a dietary deficiency disease. Dr. Wilder was 
formerly chief of the department of medicine at the Mayo Foundation. He was 
a member of the Public Health Reports Board of Editors for 1952-53. 
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Nonmedical Administrators 
For District Health Units 
In New York State © 


By Rosert M. 


HE SHORTAGE of public health physi- 

cians and the resulting problem of main- 
taining and improving local public health 
services has resulted in a growing interest in re- 
cent years in the possibility of delegating to 
trained nonmedical administrators certain ac- 
tivities and responsibilities which do not require 
specialized professional and technical skills. In 
May 1951, a report (7) of the Committee on Pro- 
fessional Education, American Public Health 
Association, stated that the “need for nonmedi- 
cal administrative personnel is large and pre- 
sumably will be an increasing one for some time 
to come.” This report described a broad range 
of activities in which nonmedical administrative 
personnel are engaged and outlined desirable 
training, experience, and qualifications of non- 
medical administrators. 

Stimulated by this report, the New York 
State Department of Health conducted a study 
during 1953 to determine whether the services 
of nonmedical administrators might profitably 


Mr. Samet, a training technician in the office of per- 
sonnel administration, New York State Health De- 
partment, conducted this study during an assignment 
as a public administration intern in the department's 
division of local health services. Before undertaking 
this study, Mr. Samet was given a comprehensive 
orientation in the organization, operating policies, 
and procedures of the New York State Department 
of Health; this included a brief period in a district 
health office in New York State. 
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be included in the existing organization of the 
district health offices in the State. 

District State health offices in New York 

State are field units of the State department of 
health. These units and their staff serve the 
counties and municipalities of the State which 
do not have full-time city or county health de- 
partments. At the present, 16 counties in the 
State have full-time health departments and 
receive financial aid from the State, and there 
are 15 district State health offices. 
. All cities of over 50,000 population in the 
State are required to have a full-time health 
officer. In the district health offices, such staff 
functions as planning, budgeting, personnel, 
health education, and statistical services are 
performed by the central office of the State De- 
partment of Health at Albany. However, the 
district State health officer and his staff assist 
localities in performing these functions for 
counties which do not have county health de- 
partments but which employ field professional 
staff such as public health nurses, dental 
hygienists, clinicians, and sanitary inspectors. 

In New York State, it must be noted, the 
State department of health and local official 
public health agencies do not have legal re- 
sponsibility for mental health, industrial health, 
or school health except in the cities of Buffalo, 
New York, and Rochester. The district State 
health officer, however, works in conjunction 
with the representatives of the responsible 
agencies. 


Method of Study 


During September and October 1952, I 
visited 2 district State health offices for a total 
of 5 weeks. These included a small rural dis- 
trict, 94,606 population, and a large urban dis- 
trict, 288,025 population. The major portion 
of the time was spent with the district State 
health officers since they perform the majority 
of administrative functions. 

A time study record was maintained for vari- 
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ous activities—dictation, program planning, 
conferences, and so forth—and the various 
health programs such as medical rehabilitation, 
cancer control, communicable disease control. 
This time schedule was designed to reveal three 
types of information: (a) the amount of time 
devoted to work of a technical or medical na- 
ture; (6) the portion of the working time not 
requiring technical or medical skills; and (c) 
the portion of time devoted to activities requir- 
ing professional prestige, lacking which it might 
be difficult for the specific task involved to be 
performed. 

In addition, discussions in the 2 offices with 
the 8 persons interviewed and the 2 persons 
observed revealed their views regarding the 
usefulness and possible functions of nonmedical 
administrators if such positions were introduced 
into the district health office organization in the 
State. 


Summary of Observations 


Neither the number of districts surveyed nor 
the 5 weeks allotted to the study was sufficient 
to permit the formulation of definite conclu- 
sions. Furthermore, the workload and activi- 
ties in the district health offices vary according 
to the time of the year so that the limited period 
of the study may not have been fully representa- 
tive of the expenditure of time by the district 
office staff. Nevertheless, a number of observa- 
tions could be made from the data collected. 
Four of these are given below. 

1. Approximately one-half of all the activi- 
ties of district State health officers are concerned 
with the performance of administrative (non- 
technical) functions which do not require medi- 
cal public health knowledge or skills. These 
activities consume about one-half of the officer’s 
working time. 

2. Of the district State health officer’s total 
activities, approximately 25 percent include a 
factor of professional prestige, the lack of which 
might impede the performance of such activities 
by a person without a medical degree. How- 
ever, only 12 percent of the total nonmedical 
activities performed included the professional 
prestige factor. 

The factor of professional prestige was 
judged on the assumption of a nonmedieal ad- 
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ministrator’s having little or no prestige ini- 
tially. It is quite possible that a capable 
nonmedical administrator could, in time, de- 
velop personal prestige so that he would be able 
to deal with the many situations which, at the 
time of the study, demanded the professional 
stature of a physician. This belief is influenced 
somewhat by the known performance or history 
of the many hospital administrators who do not 
possess medical degrees, but who through the 
years have gained stature in a professional en- 
vironment similar to that in which a nonmedi- 
cal administrator would work. 

3. Discussions with the professional person- 
nel revealed that those interviewed look favor- 
ably upon the concept of a nonmedical 
administrative position in the district State 
health offices. 

4. Medical health officers freed from perform- 
ing those activities not. requiring special medi- 
cal training would have almost 50 percent more 
time to devote to duties which require medical 
and public health knowledge and judgment. 

This conclusion is based on the premise that 
nonmedical administrators will in time develop 
sufficient personal prestige to relieve the district 
State health officer of a large portion of the ad- 
ministrative functions requiring the stature of 
a physician. If this premise is not granted, the 
district State health officer could still be relieved 
of 44 percent of his functions which would 
enable him to become more active in the newer 
fields of public health. 

Although this study does not attempt to reach 
any final conclusions concerning the usefulness 
of nonmedical administrators in district health 
offices in New York State, it would appear from 
the observations that by proper use of trained 
nonmedical administrators in district offices, 
the professional medical, nursing, and engineer- 
ing staff would have more time available for the 
performance of duties for which they are 
specifically trained and equipped. 

These observations suggest the desirability of 
further studies of this nature. <A similar study 
is now being planned to determine whether non- 
medical administrators might profitably be 
used in the full-time county and city health de- 
partments of the State. Consideration must be 
given also to the need for inservice training of 
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the professional staff in order to make the best 
use of nonmedical administrators. 


A Job Description 


The following is a listing of suggested or 
possible functions of a nonmedical administra- 
tor in a district health office in New York State. 


Administrative functions 

Assisting in analyzing and appraising dis- 
trict State health office programs in accordance 
with standards established by the program di- 
rector. 

Assisting in the administrative phases of 
planning district State health office programs in 
accordance with standards established by the 
program director. 

Resolving internal administrative conflicts 
and difficulties; that is, organizational relation- 
ships, internal controls, work simplification. 

Arranging for clinics, conferences, and meet- 
ings; that is, location, space, scheduling, clear- 
ance, and publicity. 

Advising and providing consultation on pro- 
gram coordination and planning. 

Preparing for the signature of the district 
State health officer correspondence for which 
no medical training is required; that is, with 
children’s courts and other agencies, staff offices 
of the State health department, or on the subject 
of postgraduate training, and so forth. 

Authorizing and being responsible for the 
routine processing of medical rehabilitation 


and maternal and ‘child health clinic report 


forms. 


Surveys and special studies 


Analyzing information regarding the need 
for clinics insofar as geographic location and 
frequency of clinic sessions are concerned ; pre- 
paring conclusions and recommendations of 
such analyses for the use of the district State 
health officer. 

Conducting surveys and special studies to as- 
sess the needs of community health services; in 
collaboration with the professional staff, trans- 
lating the results in terms of program needs. 

Performing research for the purpose of ap- 
praising and preparing recommendations or re- 
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ports on existing or proposed programs within 
the district. 

Tabulating and making graphic presenta- 
tions of statistical data. 

Assembling material for executive action by 
the district State health officer or the local 
health department. 


Education opportunities 


Assembling appropriate materials for the 
use of members of the district staff in prepar- 
ing talks, articles, and so forth, and for general 
information. 

In liaison with official and nonofficial agen- 
cies, assisting community groups and so forth. 

Upon invitation, assisting voluntary groups 
in activities pertaining to public health demon- 
stration projects. 

Obtaining material for the preparation of 
press releases by the district State health offi- 
cer, district supervising nurse, and other dis- 
trict office staff members. 

Establishing a clearinghouse for written edu- 
cational material, routing such material to 
proper staff members as well as to professional 
and other groups and individuals in the dis- 
trict. 

Reviewing State programs and standards 
with local health personnel and guiding them 
when necessary. 


Budgetary assistance 


Assisting in the preparation of budget pro- 
posals and justification for State aid applica- 
tion by county public health committees and 
boards of managers of county and city labora- 
tories. 

Reviewing public health budgets for con- 
formity to the standards and limitations estab- 
lished by the State commissioner of health. 

Assisting in the adjustment of claims by the 
counties for State aid reimbursement. 


Investigation and inspection 

Participating in epidemiological investiga- 
tions, case-finding programs, and activities re- 
lating to the control of communicable diseases 
and other diseases. 

Inspecting laboratories using live animals 
for conformance to requirements for the use of 
live animals. 
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Performing general supervision of local vital 
statistics registrars within the district. 


Personnel responsibilities 


Recruiting and inducting clerical employees. 

Orientating all new employees. 

Scheduling vacations, and leaves of absence, 
and reviewing and approving time records, ac- 
cident reports, expense vouchers, and all other 
personnel or fiscal transactions. 


Conducting inservice training programs and 
making provisions for extension courses. 


REFERENCE 


(1) Professional education. Report of the chairman 
of the Committee [on Professional Education] 
to the Governing Council [of the American 
Public Health Association], October 1950. Am. 
J. Pub. Health 41:57, May 1951, part 2. 
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Authorized absenteeism from school for necessary health services is 
a problem school authorities frequently encounter. From data col- 
lected in a national survey, the author reports the decisions that some 
cities have made regarding this question. 


Authorized Absenteeism From School 
For Routine Private Dental Care 


By LEONARD F. MENCZER, D.D.S., M.P.H. 


ELEASING school children during school 
hours for other than strictly educational 
purposes or other than school events is a sub- 
ject of frequent discussion among educators and 
special interest groups. 

To many educators, these excusals are a 
source of annoyance because they cause class- 
room interruptions, loss of school time, and ad- 
ministrative problems. The frequency of re- 
quests for excusals is better understood when 
one is cognizant of the lerge variety of special 
interests (health, welfare, religious, music, 
dancing, and so forth) seeking the school time 
of the young students. Usually, these interests 
feel that their endeavors are as important to 
the-child as is his formal education, and each 
demands that school time be sacrificed in order 
to meet its particular needs. 

Toward a better understanding of the many 


Dr. Menczer, the public health dentist for the Hart- 
ford (Conn.) Health Department, was in charge of 


the Public Health Service Topical Fluoride Demon- 


stration Program in Connecticut from October 1948 
to September 1950. In 1947 and 1948, he directed 
the mobile dental unit for the Connecticut State De- 
partment of Health. 
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problems associated with children’s dentistry, 
the following significant points may be alluded 
to in reply to the question why children should 
be released during school hours in order to 
receive private, routine dental care. 

For many years, the dental profession has 
been confronted with the problem of meeting 
the dental needs of school-age children. Re- 
cent studies (7,2) have demonstrated that the 
majority of school-age children do not receive 
adequate dental care. There is no question that 
these needs reach enormous proportions. As 
the age of the child increases, there is an in- 
crease not only in the percentage of children 
having dental defects but in the number of 
cavities per child (3-5). In fact, dental dis- 
eases are spoken of as the most prevalent dis- 
eases in man. 

Many dental authorities have stated that if 
the entire dental manpower of the United 
States were devoted exclusively to the dental 
needs of school-age children, there would still 
be insufficient personnel to meet those needs. 


_ What the Dentists Believe 


The dentist is cognizant of the fact that by 
the time a child enters school his first perma- 
nent molars, usually referred to as his 6-year 
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molars, appear, and almost all the permanent 
teeth are present in the mouth by the time he 
is graduated from high school. The dentist 
feels that during this period of school life the 
importance of dental preventive and control 
measures may be most effectively impressed 
upon the pupil and that the teaching of pre- 
ventive dental measures alone is not sufficient. 
The inclusion of such phases of dental health 
as the care of teeth and the correction of dental 
defects should also be stressed. Using school 
time for this type of educational health experi- 
ence and developing positive attitudes toward 
dental care contribute to both the “knowing” 
and “doing” phases of health instruction (6, 7). 

The dentist believes that it is contradictory 
for a school system to accept and discharge the 
responsibilities of conducting an education pro- 
gram to stress dental health and the results of 
its neglect without making some provisions for 
enabling the “effective demand” (defined as 
the desire for dental service and the ability to 
pay for it) group to receive the necessary dental 
care during school hours. In this connection, 
and not to be overlooked, is the fact that a school 
education program directed toward dental hy- 
giene fosters the growth of a second group, the 
“potential demand” group, that also desires 
dental services but cannot afford to pay for it. 
For this latter group, the establishment of 
school dental clinics is desirable. 

There are other factors to be considered in 
releasing school children for private dental care. 

Dentistry for children, unfortunately, is not 
practiced by every member of the profession, 
even though it has often been spoken of in such 
glowing terms as “socially advantageous,” “eco- 
nomically logical,” “professionally intelligent.” 
Until recently, these phrases have failed to at- 
tract even the number of dentists needed to meet 
the requirements for effective demand dentistry, 
much less the total needs of thisage group. The 
burden of meeting the dental needs of that effec- 
tive demand group, therefore, is thrown upon a 
disproportionately few dentists in any given 
community. In addition, the two specialties in 
the profession of dentistry that are devoted ex- 
clusively to the treatment of children, pedodon- 
tia, which deals with the care of children’s 
teeth, and orthodontia, which deals with the cor- 
rection of dental irregularities, can never hope 
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to meet the needs of school-age children by lim- 
iting treatment time to after-school hours, 
Saturdays, and vacation periods because of the 
limited number of practitioners. As a group, 
these two specialties suffer most from existing 
policies whereby a child may not be excused 
during school hours to receive dental care. 

Good dentistry can be practiced only in the 
setting of a good patient and a good dentist. 
What keeps a child from being a good dental 
patient? A day at school may be fatiguing for 
a young child. A dental appointment after a 
long, and perhaps difficult, day at school may be 
more than some children can bear emotionally. 
Many children (parents too) resent using play 
time and holidays for dental appointments. 
This may create a management problem and at 
the same time constitute a total loss as an educa- 
tional experience. 

There are times when the dentist does not do 
his most effective work on children. He prac- 
tices dentistry for children best during the 
early morning and early afternoon when both 
he and the child are freshest. Because his 
workload increases as the day progresses and 
because of the onset of fatigue in the late morn- 
ing and late afternoon, his threshold of irri- 
tability is lowered. To suggest that he devote 
after-school hours to children’s dentistry seems 
somewhat unreasonable. In addition, since the 
dentist is least busy in the early morning and 
early afternoon, he can best apply, during those 
periods of the day, the time and patience, as 
well as the skill, required in training a child to 
be a good dental patient. 

The suggestion is often made that after-school 
hours, Saturdays, and vacation time be devoted 
to dental care for school-age children. All of 
this time, of course, should be utilized to a maxi- 
mum. The dentist realizes that repeated ap- 
pointments during school hours not only dis- 
rupt the entire class but may seriously handicap 
a child’s formal education. For that reason, 
he wants to keep the number of such appoint- 
ments low. However, there are not enough 
Saturdays to meet the demand for children’s 
dentistry. Also, such a program would inter- 
fere with time set aside for adult patients who 
cannot make a dental appointment during the 
workaday week. 
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Vacation time, of course, is ideal for meeting 
and completing the dental needs of school-age 
children. Unfortunately, the completion of 
dental needs at any one time is only temporary, 
because of the rapidity of tooth decay in pri- 
mary teeth as well as the need for frequent at- 
tention during that period when the mixed 
dentition exists, the baby teeth being replaced 
by the permanent ones. Of necessity, there- 
fore, completion of dental needs during the 
summer vacation period by no means precludes 
the child’s having need for further care during 
the following fall or winter. 

If every attempt is to be made to preserve the 
oral health of our younger citizens, there is 
much yet to be accomplished from within the 
dental profession ; but, a great deal of assistance 
and cooperation is necessary outside the pro- 
fession, specifically, the cooperation of the 
community in general and the educator in par- 
ticular in recognizing the urgent need for good 
oral hygiene and in taking positive steps to 
achieve that goal. Since good dental health 
contributes significantly to a child’s well-being, 
and since this contribution makes a child more 
physically capable of absorbing his school ex- 
periences, every effort should be made by both 
the dentist and the educator to aid the child so 
that he may grow in health. The educator, 
then, in making his decision concerning the 
problem of releasing school children for dental 
health purposes has these many factors to 
consider. 


The National Survey 


A national survey was undertaken in late 
1953 to determine the actions and attitudes of 
educators to the question of excusing children 
during school hours in order to receive private, 
routine medical and dental care. Specifically, 
information was sought through the question- 
naire method as to what the majority of school 
systems are presently doing and what trends, 
if any, exist concerning the policy of releasing 
time from education for specific health care. 
Although the questionnaire itself made refer- 
ence to both medical and dental excusal poli- 
cies, this report is devoted only to the dental 
aspects of the problem for the reason that re- 
quests for medical excusals are rather infre- 
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quent and create no problem. Where reference 
has been made to medical excusals by the re- 
spondents to the questionnaire, such replies have 
been incorporated in the discussion of the in- 
dividual questions below. 

One hundred and twenty-five questionnaires 
were mailed to the superintendents of schools 
in all cities of the United States with a popu- 
lation of more than 90,000 according to the 1950 
census. Cities of that size were chosen in order 
to determine the actions of large communities 
concerning the problem of excusals. Although 
the findings reported here are not representa- 
tive of all school systems and are not intended 
to be such, they do indicate a trend in major 
cities. Ninety-four replies were received to 
the 125 questionnaries mailed. These replies 
have been grouped by population of the city 


‘queried as shown in the accompanying tabula- 


tion. 


Number and percentage of cities replying to 
questionnaire, by population 


Number 
of cities | Number} Percent- 
Population receiving of age of 
question- | replies | replies 
naire | 
90,000 to 100,000____ __| 19 14 74 
100,000 to 250,000_____| 66 46 70 
250,000 to 500,000___ _- 22 18 82 
More than 500,000 - - 18 | 16 90 
125 | 94 | 75 


It is evident that the questionnaire was given 
considerable thought by the school administra- 
tors to whom it was mailed since 75 percent of 
the questionnaires were completed and re- 
turned; many were accompanied with a letter 
offering additional information. Sixty-seven 
percent of the school systems replying endorse 
the practice of releasing children for health 
purposes, both dental and medical. 

The results of the survey demonstrate that 
in more recent years educators are recognizing 
the importance of dental health in general 
health. With each passing year, too, it was 
found, additional school systems are permitting 
children to receive routine dental care during 
school hours. This is demonstrated by the fact 
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that of the 23 boards of education having for- 
mal, written policy for excusing children, with 
two exceptions, all policies have been adopted 
since 1949. 

For convenience and clarity, the questions in 
the questionnaire are listed below with some of 
the typical replies. 


Question No. 1 


Are students in your school system excused 
for routine visits to a private physician or 
dentist? 

The 94 replies received have been grouped in 
three categories: 


Yes—63. 
In effect, “sometimes’”—15. 
No—16. 


Some remarks under the “yes” replies were 
to the effect that students may be excused dur- 
ing the school day to visit a private physician, 
dentist, or optometrist, or, upon written notice 
from the parent or guardian of the child to the 
school authority, or, only for such time as 
needed for treatment. 

Some additional remarks made to the “some- 
times” replies were: 

“Occasionally, upon the request of the parent. 
We encourage appointments to be made out of 
school hours but at the same time try to be 
reasonable in terms of the best health of the 
pupil. For example, a child having consid- 
erable dental work to be done may be required 
to go occasionally during school hours.” 

“When visits outside school hours are impos- 
sible.” 

“Problems of this nature are dealt with on 
an individual basis in the different schools as 
the situation arises. We encourage that dental 
appointments and appointments with other 
doctors be made after school hours, but if an 
emergency arises and such arrangement is not 
possible, and if the parent presents a written 
request for a child to leave school to visit either 
a physician or a dentist, these requests are 
usually granted.” , 

Additional remarks to the “no” replies were 
to the effect that very infrequently were dental 
or medical excusals permitted, usually in emer- 
gency cases only, or, only to visit public clinics 
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or private physicians and dentists who charge 
clinic rates for children. 


Question No. la 


Does any legislation, State or local, or school 
policy exist specifically authorizing the absence 
of children from school for this purpose? 


Question No. 1b 


If such legislation does ewist, when was it 
enacted? 


For questions 1a and 1b, an additional sepa- 
rate questionnaire was addressed to the State 
departments of education of the 48 States and 
the District of Columbia. Of these 49 question- 
naires, answers were received from 43 States 
and the District. 

This separate questionnaire was mailed pri- 
marily to determine if State policy had been 
formulated concerning the question of routine 
excusals. From the replies, it was learned that 
only California has legislation, enacted in 1951, 
which specifically authorizes the absence of the 
pupil from school for the purpose of having 
medical and dental services. Such absence is 
not deemed an absence in computing average 
daily attendance. This legal authorization may 
be found in the Education Code of California. 
The pertinent sections of the code, sections 6804 
and 6806, are reproduced in the inset. 

Although California is the only State with 


Pertinent Sections in California Educational Code 
Relating to Authorized Absences 


6804 Any foee of a pupil from school for 
the Purpose of having an optometrical or medical 
service rendered hid does not exceed 1 day or 
fraction thereof during each ma month of 4 
weeks shall not be p Heros an absence due to 
illness under section 6803. (Added by Stats. 
1951, ch. 228. In effect May 3, 1951.) 


6806 No absence of a pupil from school for the 
purpose of having dental service rendered shall be 

eemed an absence in computing average daily 
attendance. (Added by Stats. 1951, ch. 228. 
In effect May 3, 1951.) 
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specific legislation regarding this matter, 4 
States—Massachusetts, Michigan, North Caro- 
lina, and Oregon—have formulations of policy. 
Briefly, this policy, as expressed in State de- 
partment publications on school health services, 
and in inservice workshops for teachers and 
school administrators, may be stated as follows: 


Children who need medical or dental care and 
who by necessity must make appointments with 
private physicians or dentists during the regu- 
lar school hours should be accorded the same 
privilege as that enjoyed by children who, with 
the approval of school authorities, attend 
clinics; that is, excused without absence. 


The vast majority of the remaining replies from 
the State departments of education stated that 
no legislation or policy at the State level exists 
concerning this matter and that the decision of 
excusing pupils during school hours lies solely 
within the discretion of the local board of edu- 
cation. At the same time, these many replies 
added that a very high percentage of the schools 
in their State do release children for medical 
and dental health visits. 


Local Policies 

After having reviewed the attitudes at the 
State level, it will be interesting to note local 
action. In this survey, it was found that in 
spite of recommended State policies concerning 
excused absences for health purposes, the local 
community takes such independent action as it 
sees fit. This finding is demonstrated by the 
fact that several boards of education oppose ex- 
cusing children for medical or dental care even 
though the excused policy has been recom- 
mended by the State department of education. 

Therefore, these practices are dependent on 
the local boards except in California where 
they are legislatively authorized. In this sur- 
vey, even though 63 of the 94 reporting com- 
munities favor, with a positive attitude,, the 
release of children during school hours for 
health services, only a relatively few localities 
have written established policies with regard 
to their release. 

For the 63 boards of education reporting in 
the affirmative, the results were as follows: 


12 replies, received from California school 
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systems, indicate that local policies conform 
with State legislation. 

11 replies included copies of official policy 
explaining how and why the policy came about. 

40 replies stated that the school systems were 
following the policies recommended by the 
State board of education or that the policy was 
a local one, but they failed to mention whether 
the policy was an official one or whether it was 
merely a practice left to the discretion of the 
individual school principal. 

The 11 cities which have adopted formal pol- 
icies are Chicago, Cleveland, Dearborn, Mich., 
Erie, Pa., Evansville, Ind., Kansas City, Mil- 
waukee, Providence, R. I., Sommerville, Mass., 
Tacoma, Wash., and Toledo, Ohio. It is inter- 
esting to note how these school policies devel- 
oped. A description of plans existing in 5 of 


* these cities will serve to illustrate. 


The Chicago Plan 

Chicago, for example, in 1949, on finding 
that it was impossible for 480,000 school chil- 
dren in need of dental care to have their teeth 
treated on Saturdays and after school hours, 
developed a plan permitting excusals from 
school for dental care, which is “so essential to 
their physical, social, and scholastic welfare.” 
This plan permitted excusals under certain reg- 
ulations and upon the approval of the principal 
of the school. All members of the Chicago 
Dental Society received copies of a statement 
of the plan and the forms. It was suggested to 
the dentists that when more than one appoint- 
ment must be made during school hours, the 
appointment schedule (time and day of week) 
be staggered and when necessary the dentist 
should make it possible for the teacher or the 
principal to change the appointment hour upon 
reasonable notification. It was pointed out 
that the success of this plan would depend on 
the cooperation of the parent, the dentist, and 
the school authority. 


The Evansville Plan 
Early in the school year 1947-48, the super- 
intendent of schools in Evansville, Ind., ap- 
pointed a committee to formulate a policy be- 
tween the medical and dental societies regard- 
ing excusing children for appointments during 
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school. And, in October 1947, the policy was 
formulated according to the following plan: 


That a written request be received from the 
parent. 

That the principal verify the appointment 
with the physician or dentist. 

That the child obtain a written statement 
from the dentist or physician saying that the 
child has filled the appointment at the allotted 
time. The schools, dentists, and physicians 
agreed to cooperate in attempting to make as 
many appointments as possible during the sum- 
mer, school holidays, Saturdays, and after 
school. 


The Providence Plan 


Providence, R. I., has adopted a plan now in 
operation which limits excused absences from 
school for appointments with a private dentist 
to six appointments in each term. “Each pupil 
is to have an appointment card to show that an 
appointment has been made.” The same num- 
ber of excused absences are applicable for visits 
to the Joseph Samuels Dental Clinic in 
Providence. 


The Dearborn Plan 


The Dearborn, Mich., public school system, 
in its “Revised Statement Relative to Policies 
Concerned with Excusing Students from School 
for Outside Activities” took into consideration 
the various types of excusal requests generally 
received. On May 8, 1953, it decided that re- 
quests to have pupils excused for vacations, 
shopping, payment of bills, care of younger 
children, and so forth are to be discouraged; 
that pupils are not to be excused for private 
music and dancing lessons; and that excuses for 
activities of outside organizations may be au- 
thorized at the discretion of the school prin- 
cipal. Finally, requests to have pupils excused 
for dental and medical appointments are to be 
honored. 


The Kansas City Plan 


A policy of excusing children during school 
hours for a dental appointment was formulated 
as early as September 1942 by the Kansas City 
Board of Education. This policy, still in oper- 
ation, was developed “in the interest qf pub- 
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lic health and made necessary by the war 
emergency.” 


Question No. 2 


Does your board of education have specific 
forms for private medical or dental appoint- 
ment service? 

Of the 63 replies favoring the release of chil- 
dren for this purpose, 32 were negative, or, “No 
regular form is used, a note usually suffices,” or, 
“Some dentists and physicians have their own 
forms.” 

The remaining 31 replies each enclosed a form 
that is in current use. Representative samples 
of the 31 forms received may be seen in figures 
1 and 2. These samples were chosen to point 
out the complexity of one type of form (fig. 1) 
and the simplicity of another (fig. 2). 

For the most part, all 31 forms contain, 
essentially, the same data. On the reverse side 
of a majority of the forms appears a statement 
which either discusses the procedure for making 
these appointments during school hours or 
stresses the need for cooperation. 


Question No. 3 


In the event of permitted absenteeism during 
the school day for health service, are provisions 
made for transporting the child to and from 
the private practitioner's office? 

Of the 63 favorable replies to the first ques- 
tion, in only one instance was it reported that 
the board of education transported the children 
to the offices of private physicians or dentists 
and then only when it was impossible for the 
parent todoso. However, many school systems 
reported transporting children to clinics. 


Question No. 3a 


If not, does the board of education assume any 
responsibility for injury to a child on author- 
ized absence for this purpose? 

This question was inserted to determine 
whether valid argument existed against the re- 
lease of children since a board of education 
might be held liable for injury toa child. All 
of the 63 boards of education permitting the 
release of children during school hours reported 
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that the board assumes no responsibility for in- 
jury to a child in these cases. Such responsi- 
bility belongs wholly to the parent or guardian. 


Question No. 4 


Is authorized absence from school for health 
service deemed an absence in computing aver- 
age daily attendance in order to secure appor- 
tionment from State school funds? 

This question, too, was inserted to determine 
whether valid objection to releasing children 
existed on the premise that such policy would 
affect State school funds. Of the 63 affirmative 
replies received to question No. 1, 43 stated, 
“No”; 13 replied, “Only if the child is absent 
for more than a half school day”; 7 replied, 
“Ves,” 

Several of the “Yes” replies were obvious 
errors in understanding the question since other 
indications, State law (in California, for ex- 


ample) or State department of education policy, 
are to the contrary. However, one community 
specifically stated, “Yes, children are counted 
absent.” Another stated, “Yes, a pupil is either 
actually present or absent from school.” 

In essence, the vast majority lose no funds 
from State sources with regard to this matter, 
provided the child first reports to school and 
is then dismissed or attends an early morning 
health appointment and then reports to school. 
In some States, State school funds are allo- 
cated on the basis of average membership and 
not on daily attendance. 

In many instances where the child is absent 
all day, apportionments from State school funds 
are lost; however, it is unreasonable for a child 
to be absent for that length of time in order 
to receive private medical or dental care. It 
may be assumed that where policy to the con- 
trary exists—that a child may not leave school 
during school hours—just such absences are 


, remace| NON-| 7 4 2 1 a 7 4u 2 1 1 7 472 1 7 402 
. z NOTICE TO PRINCIPAL OF MEDICAL OR DENTAL APPOINTMENT Sz: .* 
°> 
= WAS IN MY OFFICEFOR 
| BE EXPECTED TO RETURN TO MY OFFICE FOR AN APPOINTMENT AT IRS see 
S _ MY OFFICE 1S IN THE BLOG 
= 
= PLEASE INDICATE TYPE OF HEALTH PROBLEM INVOLVED & = 
Sl DENTAL: TEETH CLEANED - OPERATIVE - ORAL SURGERY - CARIES PROPHYLAXIS - ORTHODONTICS rete oS: 
Se _| MEDICAL: NUTRITION - VISUAL - AUDITORY - CONTAGION - OTHER in 
M.D. one 
us DATE SIGNED D.0.S. 
PRINCIPAL'S REPORT ON THE ABOVE APPOINTMENT 
AND WAS OUT OF SCHOOL DAYS HOURS____s MINUTES 
SCHOOL SIGNED oo 
oo NOTE: PRINCIPAL TO SEND THIS REPORT TO SCHOOL HEALTH OFFICE IN co 
ath TUESDAYS’ MAIL. 
DALLAS INDEPENDENT SCHOOL DISTRICT 


Figure 1. Some forms are complex. 
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VC220 4M 6-3-49 
SPRINGFIELD PUBLIC SCHOOLS 
: SPRINGFIELD. MASSACHUSETTS 


DENTAL PERMISSION FORM 


PUPIL'S NAME 


SCHOOL 

we APPOINTMENT WITH DR. 

DAY. DATE HOUR. 

ect, ARRIVED AT DENTIST'S OFFICE LEFT 


ee, 


SIGNATURE OF DENTIST. 


THE ABOVE PUPIL HAS PERMISSION TO LEAVE SCHOOL AT 


RETURNED 


SIGNATURE OF PRINCIPAL 


Figure 2. Other forms are simple. 


occurring. In other words, since the child may well as get the needed medical or dental atten- 


not leave school in order to keep a private ap- tion, in a physician’s or dentist’s office than he 
pointment, he is kept from school for the entire — would in the classroom.” 

day by his parent on the premise that he is not Several replies to questions 5 and 6 men- 
well. tioned the dangers of abuse to such a program 


on the part of the dentist or physician, the 
child, or the parent, and commented that in ad- 


Guection Me. § dition there is a loss to the child of education 

As an administrator, do you have any objec- time, as well as some resulting confusion in the 
tion to excusing a child from school to receive administration of such a program. However, 
private medical or dental attention? despite the acknowledgment of these dangers, 


Question 6 on the questionnaire consisted of these administrators stated that abuses of the 
a space for “remarks.” Replies to questions 5 privilege are unusual and that there has been 
and 6 are considered together since in most __ little complaint about excessive absences. 


instances the administrator completing the From among the 31 additional replies, those 
questionnaire made no differentiation between constituting the “no’s” and the “sometimes” to 
the two questions. the releasing of children during school hours, 


For the 63 communities releasing children, — the following statements were included in re- 
the following quotation may be-used to sum up __ ply to questions 5 and 6: 
the replies to questions 5 and 6: “T can see no reason for permitted absenteeism 
“Tt is the feeling of our administration that | during the school day except in cases of exten- 
today’s modern dentists and physicians do — uating circumstances. I believe that a policy 
considerable health education at the time of — to the contrary would constitute an invitation 
these dental and medical appointments. At tothe parents to view lightly the importance of 


this time, the chikl is most receptive to learn- regular school attendance.” 

ing, a time when he is actually experiencing “We do not believe that a child’s health status 
something himself. Therefore, it is our feel- — should be maintained at the expense of his edu- 
ing that more frequently than not the child may cation.” 

actually learn more about health education, as “If the child is a paying patient, he should 
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not be forced to sacrifice his school time any 
more than paying adult patients should be 
forced to sacrifice business hours except in 
emergency situations.” 


Summary and Conclusions 
The purpose of this paper has been twofold: 


To point out some of the factors that need to 
be considered in assaying the problem of excus- 
ing children from school during school hours in 
order to receive routine private dental care. 

To ascertain existing practices in boards of 
education, nationally, as it pertains to this 
matter. 


Questionnaires were mailed to all cities in the 
United States with populations of over 90,600. 
Of the 125 questionnaires, 94 replies were re- 
ceived. Fully two-thirds of those reporting 
(63) authorized the practice of excusing chil- 
dren for dental health purposes. Seventy-five 
percent of the questionnaires were returned 
completed, many with an accompanying letter 
offering additional information demonstrating 
much interest in this subject. 

It was learned that the State of California 
has speeific legislation authorizing unlimited 
absenteeism for dental health appointments and 
that several States have formulated such policy 
at the State level worked out jointly between 
the State department of education and the State 
department of health. 

From the 63 replies, it was learned that 23 
boards of education have formal written policy 
permitting private dental care during school 
hours. With two exceptions the remaining 
boards have developed this formal policy since 
1949—which demonstrates somewhat the grow- 
ing recognition of the importance of good oral 
health. 

The problem of excusing children during 
school hours has many facets, and no one so- 
lution is applicable to every community. Cer- 
tainly, in considering this problem, thought 
should be given to the following: 


The age of the child. 
The threshold of the child’s fatigue. 
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The DMF index of the community. (The 
DMF index is the mean number of decayed, 
missing, and filled teeth per person; it is a use- 
ful tool in measuring dental health conditions. ) 

The amount of effective demand for dentistry. 

The number of dentists practicing dentistry 
for children. 

The time, distance, and transportation fac- 
tors involved between the school and the pri- 
vate dentist’s office. 

The availability of dentists who are inter- 
ested in children’s dentistry ; and 

The ratio of dentists to the general popu- 
lation. 


The health and welfare of the child is of 
primary consideration, and his best interest 
must be served. Only by the educator’s under- 


‘standing of the problems associated with chil- 


dren’s dentistry and only by the dentist’s under- 
standing of the problems associated with edu- 
cational interruptions can a solution be found 
that will work to the best advantage of the 
child. 
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PILOT STUDY of the multiple screen- 
ing case-finding technique was conducted 
in Indianapolis, Ind., from January 1950 
through August 1952, to determine the kind and 
amount of disease discoverable by this method 
and, at the same time, to examine the feasibility 
of using the technique in a permanent health 
center setting. The study was carried out 
through the joint efforts of the city health de- 
partment, the Indiana Department of Health, 
the Public Health Service, and Flanner House, 
a community center in Indianapolis designed 
primarily to serve the Negro population of the 
city. 


Study Population and Procedures 


The screening project was located in the Her- 
man G. Morgan Health Center, a modern, well- 
equipped facility which serves as a city health 
department clinic and center for the dissemina- 


Mr. Carroll, analytical statistician at the National 
Cancer Institute, Public Health Service, since July 
1953, was formerly statistician with the Chronic 
Disease Program, Division of Special Health Serv- 
ices. Dr. Kurlander*is acting chief of the Chronic 
Disease Program. Dr. Nester is director of public 


health, Board of Public Health and Hospitals, In- 
dianapolis, Ind. 
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Multiple Screening Pilot Study 


—Report of the Indianapolis, Indiana, Project— 


By BENJAMIN E. CARROLL, M.A., ARNOLD B. KURLANDER, M.D., 
and HENRY G. NESTER, M.D. 


tion of health information. Although the cen- 
ter is available to anyone in the city, the ma- 
jority of the persons who come there for service 
live nearby. 

Screenees were drawn from census tracts in 
Indianapolis that account for all but 2 percent 
of the city’s Negro population. Area of resi- 
dence (census tract) was entered on the 
sereenee’s record for only 1 year of the project, 
June 1, 1951, through May 31, 1952. During 
this time, 1,344 Negroes were screened, which 
was 2.1 percent of the Negro population of In- 
dianapolis in 1950. In the 2 census tracts im- 
mediately surrounding the health center, 2.4 
percent of the Negro population was screened; 
in the areas relatively near the center 2.5 per- 
cent was screened, and in the outlying areas 1.5 
percent was screened. For the duration of the 
project, it is estimated that approximately 8 
percent of the Negroes in Indianapolis received 
the tests. 

Although no general public announcement of 
the project was made, considerable door-to-door 
visiting was done. Most screenees, however, 
were recruited by talks to various community 
groups. About 82 percent of the screenees 
came in through such efforts; the remainder 
were persons who needed health certificates in 
order to work. 

During the project, 5,711 persons were 
screened. The age, race, and sex of the screened 
population are given in table 1. 
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All persons screened were tested for the con- 
ditions and by the tests listed in table 2. Table 
3 shows the results of screening and retesting, 
together with the number of persons referred 
for further diagnostic work. Of the 5,711 per- 
sons screened, 3,102 were referred for 6,474 
conditions, and 2,420 persons were referred for 
2,743 conditions other than weight, vision, or 
hearing. ‘The latter figures represent 1.15 con- 
ditions per person referred. 


Table 1. Composition of population screened: 
race, sex, and age 
Negro All races 
Age 
(vears) | 
| Male |Female} Total | Male |Female} Total 
16-341___| 611 {1,613 |2,224 676 |1, 738 | 2, 414 
35-54_____| 563 |1, 458 /2, 021 656 |1, 646 | 2, 302 
55-74_..--| 318 502 820 348 579 927 
75-88___-- 31 25 56 35 | 31 66 
Unknown | 0 | 0 0 0 2 
Total___|1, 523 3,598 5, 121 717 |3, 994 | 5, 711 


1 Persons under 16 vears of age were not screened. 


When only tests for weight or vision were 
positive, the screenee was usually advised by 
letter to seek medical advice or care, although 
some overweight screenees were referred to the 
health center nutritionist for advice. If other 
tests were positive, screenees were requested to 
return for retesting usually 8 days after the 
initial tests. When both the original test and 
the retest were positive, the screenee was advised 
to see his personal physician or to visit a public 
clinic for diagnosis and, if necessary, medical 
care. 


Followup Methods 


When referral was made, a complete tran- 
script of both screening and retesting results 
was forwarded either to the physician or to the 
appropriate public clinic. A report card was 
sent with each transcript, with the request that 
it be returned with a record of diagnosis and 
disposition of the case. The city health depart- 
ment checked all referrals for tuberculosis and 
syphilis, and records of final diagnosis of these 
two diseases were therefore available. For the 


Vol. 69, No. 12, December 1954 
320041—54 


5 


noncommunicable diseases, however, results of 
diagnosis had to be obtained from the physi- 
cians to whom screenees were referred. Since 
the returns were not adequate for a valid eval- 
uation of the results of referral, it was neces- 
sary to develop a method of followup which 
would attain this objective and which might be 
generally applicable elsewhere. 

Concentrated followup of referrals by per- 
sonal visit was therefore directed to the 3 public 
clinics and the 7 private physicians having the 
largest volume of referrals and to all persons 
in whom diabetes or kidney disease was 
suspected, regardless of where the diagnostic 
procedures were carried out. This task was 
handled by a worker familiar with the screen- 
ing project and with an understanding of the 
information necessary for meaningful analysis. 
The method yielded 100-percent reporting on 
a group of 1,365 persons referred for diagnostic 
procedures. 

There was a possibility that selection of 
physicians on the basis of volume of referrals 
might introduce a bias into the data so that the 
followup group would not be a representative 
sample of the screenees as a whole. It was pos- 
sible to make a test for this type of bias, how- 
ever, since the volume of cases also varied 
among the 17 physicians selected. Reports 
from the 7 physicians with the most referrals 
were compared with one another and with re- 
ports from the other 10 physicians as to im- 
portant aspects of diagnosis and disposition. 
Tested on this basis, the reports were found 
to be quite homogeneous. Comparison of age 
distributions was also made between persons 
in the followup group and other screenees. 
Again, no significant difference was found. 
Thus, within the limitations of the data avajl- 
able for statistical testing, no bias was dis- 
covered which would make the followup sample 
unsuitable for use as a basis for estimates. 

In the sample followup group of 1,365 per- 
sons, 19.4 percent failed to go to a physician 
or clinic; 2.4 percent reported to physicians but 
no definitive diagnosis was made; and diagnos- 
tic reports were received for 78.2 percent of 
persons referred. One or more conditions were 
confirmed for 70 percent of the group, and 21 
percent, or 283 persons, had previously un- 
known diseases diagnosed. 
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Table 2. Screening and retesting procedures 


Screening procedure Technique Criterion for positivity . Retesting 


Height-weight-body build First method: Height and 10 percent below or 30 Not routinely done. 

measurement. weight with shoes on but — percent above normal 

without outer clothing. range of life insurance | 

company table of ideal 
weights for small, medium, 
and large frame (as 
judged), for age 25 years 
and over. 


Pryor method! (adopted | Weight expressed as per- Not routinely done. 


later): Lateral thoracic centage of Pryor stand- 
diameter and_ bi-iliac | ard; limits of normal, 77.5 | 
diameter used to deter- percent and 121.5 percent. 


mine body build. 


Chest A-ray..<......... | Judgment of radiologist, x 17” film (not 
| reading for tuberculosis, routine for cardiac ab- 
heart disease, and other | —_ normality alone). 


chest pathology. 


Cardiovascular tests done | 
by a physician: | 
History..........--.| Questions covering chest | (Screenees not referred on Not routinely done. 

discomfort, dyspnea, or- | basis of positive history 

thopnea, or rheumatic | alone.) 

fever and/or history of | 
heart disease or hyper- | 
tension. 


Blood pressure.._.__' Sitting position, standard | Over 150 mm. systolic and/ | Same method and stand- 
| mercury manometer. or 90 diastolic. ard. 
Auscultation—.___~_- Brief check for evidence of | Judgment of examining Not routinely done. 
possible heart disease. | physician, 


Hearing test._..__.____.__. Each ear tested with pure- | 30 decibels; 1 failure ineach Complete audiogram; av- 
tone audiometer at 500, | ear or 2 failures in 1 ear. erage threshold above 
1,000, 2,000, 4,000, and | 30 decibels in either ear 
8,000 cycles. considered abnormal. 
Urine specimen obtained | 
for: 
Urine albumin test___ Heller ring test_._...._._._.. Trace or more____._______- | Same method and stand- 
ard. 
Urine suger test......| OF More... Same method and stand- 
ard. 


Blood specimen taken by | 
venipuncture for: 


Blood sugar______—__| Initially 180 mg. percent; Same method at 180-mg. 


Wilkerson-Heftmann tablet 


method, done manually. later lowered to 130 mg. level, 1 hour after in- 
‘ percent; no account taken gestion of 50 gm. glucose. 
| of food eaten. 

Serologic test for | Mazzinrqualitative.______- Doubtful or positive_______ Same method, done by 

syphilis. city laboratory, quanti- 
tated if positive. 

Hemoglobin...._._.._. Sheard and Sanford photo- | Under 11.0 gm. per 100 ce. Same method and stand- 

electrometer for women; under 12.5 ard. 


gm. for men. 


Visual acuity test_...__.. Sight sereener (American 2 tests 20/40 or poorer or 1 Same method and stand- 
Optical Co.), 6 acuity test 20/50 or poorer. ard. 
test. 


1 Pryor, Helen B: Width-weight tables. Fd. 2. Revised. Stanford University, Calif., Stanford University 
Press, 1940. 
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Table 3. Results of screening and retesting, and number of persons referred for 
further diagnostic work 


Screening test Retesting Persons referred 

Test or condition Number | Number | Percent | Number Number | Percent | Percent 

persons | (posi- | (posi- | persons| (posi- | (posi- | Number! of total 
tive) tive) | retested! tive) | tive) lscreened 

| | | | | | | 

15,711 4,283 | 3,007/| 2,639; 987.8] 3,102 | 54. 3 
5, 711 1, 802 | 31. 6 1,395 1,106 | 7% 3) 1,094 19, 2 
5, 709 286 5.0 | 26 | 
5, 701 675 11.8 28 | 28 100. 0 
-| 5, 708 | 147 2. 6 | 131 O8 74.8 117 | 2.0 
| 5, 695 127 2. 2 | 114 87 | 76.3 |- = 
| 5, 704 | 113 2. 0 | 101 | 
X-ray (tuberculosis) ................ 5, 701 98 | 17 | 74 | 64 86. 5 90 | 1. 6 
Miscellaneous chest pathology - | 5,701 | 153 | 2.7 | 72) 40 55.6 87 | 1.5 
SID EEE ED | 5, 694 923 | 16, 2 | 492 | 381 | 77. 4 538 9. 4 
_ a ee ee | 5, 684 709 12. 5 682 | 547 80. 2 702 12. 4 
5, 701 | 125; 22) 101 | 57 | 56.4 81 1.4 
Overweight 4,108 | 16.0 5 | 655 15.9 
_ 4, 108 | 245 . 6.0 2 244 5.9 
ee ee | 1, 602 | 137 | 8. 6 | 1 | 4. =a 137 8. 6 
1,602. 22 1, 4 | 0 22 1.4 
| §,697 | 2,534) 44.5 1, 737 1,373 | 79.0) 2,173 | 38. 1 
19.8 1, 059 437 | 11.3 500 | 8.8 
2 2 34 | 6 
1 Includes only the original screening for those persons screened more than ence. * Based on life insurance 


tables. * Based on Pryor measurements. ‘* Miscellaneous conditions observed by the physician in charge. 


Results cases of cardiovascular disease, anemia, and 
The results of the project in terms of con- “other diseases” are estimated on the basis of 

firmation of screening results and of previously _ the sample findings. 

unknown cases discovered are presented in table Table 4 also shows that 1,612 positive diag- 

4. Shown are the number of persons referred noses, including 474 newly discovered condi- 


for each condition and the number of cases, tions, resulted from the screening and referral 


both new and old, diagnosed as a result of the process, a ratio of 8.3 newly discovered condi- 
screening of 5,711 persons. The numbers of _ tions for every 100 persons screened. The per- 


Table 4. Screenees referred, positive diagnoses, and new cases, according to 
disease for which referred 


™ Persons referred Positive Previously 
Number for diagnosis diagnoses unknown cases 
Disease for which referred persons cee 2 
screened | 
Number Percent Number Percent Number Percent 
pe 5, 694 1538 9. 4 1 220 3. 9 196 1.7 
Cardiovascular disease _-_---_-- §, 711 1, 094 19. 2 1 646 11.3 1177 | 3.1 
5, 708 117 2.0 66 12 25 4 
Kidney disease... .........-.- 5, 701 81 1.4 33 6 10 2 
5, 684 702 12. 4 541 9. 5 118 2. 1 
5, 701 90 1. 6 58 1.0 23 4 
5, 711 121 2.1 148 .8 125 4 
1 Estimated on basis of followup sample. 
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Table 5. Cases of cardiovascular disease diag- 
nosed in the special followup group of 336 
persons 


Newly discovered 


Diagnosis Number = 
| of cases 
‘Number Percent 
378 107 28. 3 
All heart _ 167 38 22.8 
Hypertensive heart dis- | 
Arteriosclerotic heart 
37 | 12 32. 4 
Syphilitic heart disease 8 | 0 = 
Rheumatic heart dis- 
Other heart disease _ 36 8 23.2 
All vascular disease_____-_ 211 69 22. 7 
Hypertension !_______- 175 56 | 32. 0 
34 13 38. 2 


Other vascular disease 


1 All diagnoses of hypertension, with or without men- 
tion of heart disease, but exclusive of hypertensive 
heart disease. - 


centage of screenees referred for diagnosis 
ranges from 1.4 for kidney disease to 19 for 
cardiovascular disease. The percentage with 
confirmed diagnoses ranges from 0.4 for active 
tuberculosis to 11.3 for cardiovascular disease. 
The percentage with new cases ranges from 0.2 
for kidney disease to 3.1 for cardiovascular 
disease. 

Because of the importance of cardiovascular 
disease, the principal types diagnosed and the 
number and percentage of previously unknown 
vases in the special followup group are shown 
in table 5. Cases of hypertension numbered 
175; of hypertensive heart disease, 77. Twenty- 
eight percent of all cardiovascular disease diag- 


noses were previously unknown. Nearly a third 
of the cases of hypertension and of arterioscle- 
rotic heart disease were new cases. 


Summary 


1. A multiple screening project was conducted 
from January 1950 through August 1952 in 
Indianapolis, Ind., through the cooperative ef- 
forts of the city health department, the State 
health department, the Public Health Service, 
and Flanner House. The project was designed 
to determine the kind and amount of disease 
discoverable by the multiple screening case- 
finding technique and the feasibility of using 
such a technique in a permanent health center 
setting. 

2. During the project 5,711 persons were 
screened ; 3,102 persons were referred for a total 
of 5,611 conditions. 

3. Concentrated followup of referrals was 
undertaken by visits to 17 physicians and 3 pub- 
lic clinics in order to secure 100-percent report- 
ing on a definite segment of referrals. The 
followup worker also visited physicians and 
clinics to whom diabetes and kidney disease sus- 
pects were referred in order to secure 100- 
percent reporting on these conditions. The city 
health department checked all referrals for 
tuberculosis and syphilis. No followup was 
undertaken on referrals for weight, vision, or 
hearing. 

4. A significant number of new cases were 
liscovered; the number amounting to 8.3 cases 
per 100 persons screened. The diseases dis- 
covered included such serious conditions as car- 
diovascular disease, active tuberculosis, diabetes, 
syphilis, and kidney disease. 
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Poliomyelitis in the United States, 1953 


The number of poliomyelitis cases reported 
in the United States in 1953 was 35,592, approxi- 
mately 40 percent below the number for 1952. 
The estimated death rate in 1953, based on a 


Dr. C. C. Dauer, medical adviser of the National 
Office of Vital Statistics, Public Health Service, con- 
tinues the annual report series on poliomyelitis in 
the United States. The map accompanying this 
report was prepared under the supervision of Ida 
L. Sherman, Communicable Disease Center. Atlanta, 


NUMBER OF CASES PER 100,000 POPULATION 
CASES 3 0-299 450-599 


[7] 200-409 coo oven 


10-percent sample, was 1.1, a similar decrease 
for mortality as for incidence. The numbers 
of cases reported, case rates, and death rates per 
100,000 population for the 5-year period 1949- 
53 are shown below. 


Number 
cases Case Death 


reported rate rate 
1953___- 35,592 22.5 11.1 
_ 57,879 37.2 2.0 
1951___ 28,386 18.5 1.0 
1950__ 33, 300 22. 1 1.3 
1949 12,033 28.3 


Estimated. 


The following States reported the largest 
number of cases in 1953: California 4,078 cases; 


Distribution of poliomyelitis in the United States by county, 1953. 


Vol. 69. No. 12, December 1954 


1185 


1 
l 
1 
l 
4 
4 
Ga. 
\ 
| 


New York 2,984; Ohio 2,635; Michigan 2,346; 
and Minnesota 2,254. However, the States with 
the highest rates of incidence were: Minnesota 
with a rate of 73.9 cases per 100,000 population ; 
Arizona 45.2; Montana 40.6; Maine 35.9; and 
Rhode Island 35.5. In 1952 the rates for the five 
States with the highest incidence were far in 
excess of those for 1953. In 1952 Nebraska 
had the highest rate with 166.9; South Dakota 
154.1; Minnesota 137.1; Lowa 137.0; and Kansas 
87.2. 

Of the 35,592 cases in 1953, 44 percent were 
reported as paralytic, 34 percent nonparalytic, 
and in the remaining 22 percent, the type of 


disease was not stated. In 1952 the proportions 
were 37 percent paralytic, 22 percent non- 
paralytic, and 41 percent unspecified. 

The distribution of cases by counties for 1953 
is shown in the accompanying map. This shows 
a number of localized areas of high incidence 
particularly in the northern part of the coun- 
try. The most extensive areas were in Minne- 
sota and Montana. Some epidemic areas in- 
volved adjoining counties of two or more States. 
One area was located in western North Carolina, 
eastern Tennessee, and southwestern Virginia. 
Another area included counties in southern 
Ohio and western West Virginia. 


For Parents’ Information 


Six illustrated leaflets for parents have been issued by the Children’s 
Bureau, Department of Health, Education, and Welfare. 

The titles are: Your Children’s Feet and Footwear; The Child 
With a Cleft Palate; The Child With Cerebral Palsy: The Child Who 
Is Hard of Hearing; The Preschool Child Who Is Blind; and The 


Child With Epilepsy. 


One of the series, Your Children’s Feet and Footwear, stresses the 


importance of fitting shoes to feet, rather than feet to shoes. 


Illustra- 


tions show desirable types of shoes for children at different stages. 
Parents are cautioned against indiscriminate use of X-ray machines 
us a means of determining a good fit in children’s shoes. 

Copies of the leaflets may be purchased, for 10 cents each, from 
the Superintendent of Documents, Government Printing Office, 


Washington 25, D.C. 
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The District of Columbia Program 


Toward Sensible Rehabilitation 
Of the Aleoholic 


By ANTHONY ZAPPALA, M.D., and FRANK S. KETCHAM, A.B., LL.B. 


DRAMATIC DEVELOPMENT over the 
last 20 years has been the emergence of al- 
coholism as a disease and public health problem. 
Within the memory of most Americans, the ex- 
cessive use of alcoholic beverages, whatever its 
manifestation, has been regarded variously as a 
moral deviation, a misdemeanor, or a joke, de- 
pending on the point of view. Drunkards—the 
term “alcoholic” was little used—were thought 
of as perverse creatures, caught in a situation 
of their own making, whose natural habitat 
was the gutter, jails, flophouses, and the like. 
Twenty years ago, the concept of alcoholism as 
an illness found little acceptance. Society’s at- 
titude toward alcoholism was similar to society's 
attitude toward the psychoses until the late 18th 
century, when it was finally realized that the 
management of major personality disorders 
properly belongs in the medical field. Today, 


Dr. Zappala is the director of the alcoholic rehabili- 
tation division, District of Columbia Department of 
Public Health, and assistant clinical professor of 
psychiatry, Georgetown University, Washington, 
D.C. Mr. Ketcham is a practicing attorney in the 
District and a member of the mental health com- 
mittee of the District of Columbia Bar Association. 
Both authors have contributed articles to scientific 
journals, Dr. Zappala on the subject of alcoholism, 
and Mr. Ketcham on political, legal, and sociological 
subjects. Miss Mary K. Nesbit, an associate of Mr. 
Ketcham, assisted with technical research. 
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we are witnessing the same development with 
respect to alcoholism. 
The founding of Alcoholics Anonymous in 


‘1935 and the establishment of pilot clinics be- 


ginning with the Yale plan clinic in 1945 (7) 
threw new light not only on the nature of al- 
coholism but on its extent as a health problem. 
The new methods of treatment have been freely 
and eagerly embraced by thousands of persons 
who are far removed from the usual concept 
of “skid row” drunk but who nevertheless know 
and fear the effects of compulsive drinking. 
The majority of alcoholics do not belong to the 
submerged or social outcast group but are or- 
dinary people, working, living in a family 
group, grappling with the day-to-day exi- 
gencies of life which for them center around 
a problem with alcohol. 


The Nature of the Problem 


What is this problem of alcoholism ‘ 

The medical definition, which is gradually 
finding its way into the law, describes the al- 
coholic as a person who has lost control of the 
practice of drinking alcoholic beverages to an 
extent that his interpersonal, family, or com- 
munity relationships have become seriously 
threatened or disturbed. The alcoholic drinks 
because in him exists an urgency in the form of 
tension, anxiety, or depression which irration- 
ally drives him to alcohol and its excessive use. 
He drinks not to make reality more pleasant 
but to escape from reality. As a rule, the al- 
coholic hates liquor and hates himself for suc- 
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cumbing. but he cannot stop without help (2). 

Selden D. Bacon (2) considers the alcoholic’s 
drinking as compulsive as the behavior of the 
kleptomaniac or the continual handwashing of 
a compulsive neurotic. Compulsive drinking is 
a progressive condition, and the course may be 
rapid or very slow. The drinking behavior is 
a symptom of some inner maladjustment which 
the alcoholic cannot understand and cannot 
control. It is safe to say that the alcoholic’s 
difficulties were seeded before he ever tasted 
alcohol. 

Obesity is not caused by the availability of 
food, and, by the same token, alcoholism is not 
caused by the mere availability of liquor. It is 
a much more complex resultant of multiple 
interacting factors—biological, social, psycho- 
logical, and cultural—which have combined to 
produce a personality disorder. 

We now know that alcoholism is a public 
health problem, as much so as tuberculosis. It 
is estimated that there are 3,800,000 alcoholics 
in the Unitéd States, of whom 36,900 are located 
in the District of Columbia (4). Each year 
the monetary costs of alcoholism in terms of 
potential wage losses, accidents, hospital care, 
jail maintenance, and so forth, run into mil- 
lions of dollars—$778,903,000 annually on a 
national basis, according to a recent estimate 
(5). And in the District of Columbia alone, 
more than $1 million is expended each year in 
the mere maintenance of alcoholics in the jail 
and workhouse. 

In addition, and more importantly, alcohol- 
ism untreated leads to intangible costs which 

annot be reckoned—the breakup of families, 
the dulling of fine minds, the warping of attrac- 
tive personalities. This is borne out by case 
histories selected from records of the alcoholic 
rehabilitation division of the District of Colum- 
bia Department of Public Health, a few of 
which are briefly outlined below : 

CasE 1. Female, 38 years of age, recently di- 
vorced, Cultured, widely traveled, above average 
in intelligence and personal charm, but markedly 
lacking in mature self-confidence. Very dependent. 
Alcoholism has long been a disrupting force in her 
life. Last year she was sober 3 months; drunk 6 
months; spent 3 months in mental hospitals. Cur- 
rently, she is serving her first sentence in the work- 


house. This patient is poorly motivated but has 
sufficient insight to be aware of her desperate situa- 
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tion. She would accept treatment in an institution 
for alcoholics if facilities were available. 


Case 2. Male, 31 years of age, separated from 
his wife and child. Tall, strqngly built, Viking type. 
By temperament, sensitive. perceptive, artistic. Dis- 
plays considerable talent for self-expression through 
the medium of painting. Good general education, 
unusually well informed about many things, but not 
professionally trained. Frustration threshold is low, 
and he refuses to stick to humdrum, routine jobs. 
Not a chronic court repeater, but is now serving a 
sentence at the workhouse. Has qualities which 
should enable him to respond well to psychotherapy 
in a protected environment. 


Case 3. Female, 45 years of age, divorced. She 
fought the divorce suit vigorously but was unsuccess- 
ful, losing custody of her much loved only child and 
even visitation rights, which are granted sparingly. 
Throughout the marriage she contributed materially 
to the home, holding responsible positions as execu- 
tive secretary in which she took great interest. She 
has been arrested for drunkenness, has served 
sentences, and in therapy speaks frequently of the 
traumatic effect of her first arrest. She still 
drinks—consistently and sometimes heavily. Her 
physical and psychological handicaps are such that 
only prolonged treatment in a sympathetic and pro- 
tected environment would be helpful. 


Case4. Male, 35 years of age, divorced. Skilled 
mechanic. Suffers from an cbhscure nervous condi- 
tion which leads to compulsive drinking. Now far 
advanced in chronic alcoholism; value system com- 
pletely undermined; physically deteriorated. 
Spends his time on circuit between the clinic. jail, 
workhouse, and municipal hospital. Prognosis for 
recovery of physical and mental health very poor 
without long-term treatment. 


Case 5. Female. 30 years of age, divorced 5 
years ago after an early. unsuccessful marriage. 
Has a delicate prettiness of face and figure, like a 
Dresden china doll. College trained and qualified 
as a medical technician. She has a deeply rooted 
desire for oblivion. For this reason, and also, be- 
cause of the stigma attached to the use of alcohol by 
a woman, she has turned to barbiturates or “sleep- 
ing pills,” which when taken in excessive quantities 
produce the same effects as alcohol. Her problems 
are, of course, intens‘fied by this additional addic- 
tion, which is even more dangerous and difficult to 
arrest than the alcohol habit. She has had no con- 
tact with the police, the family having extended itself 
to provide expensive hospital care, thus far to little 
avail. ‘This patient needs additional treatment under 
close supervision in a protected environment. 

Case 6. Male, 39 vears of age, unmarried. Has 
been a successful attorney. Arrested 80 odd times 
for intoxication. Has had brief contacts with the 
clinic, but since he spends practically all of his time 
at the workhouse, psychiatric diagnosis and treat- 
ment have not been possible. 
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Such examples, which are not unusual, show 
the compulsive nature of excessive drinking. 
Would any well-adjusted individual delib- 
erately waste his abilities and “with malice 
aforethought” subject himself to the hardships 
which have been described ¢ 

Weare living in a period of transition insofar 
as legislation on alcoholism is concerned. The 
situation in the District of Columbia is typical 
of the situation as it exists in almost every 
large city in the land. Two major statutes in 
the District deal with drunkenness and alcohol- 
ism—statutes which are in conflict. One 
treats public intoxication as a misdemeanor and 
prescribes penalties (G). The other embodies 
the modern concept of alcoholism as a disease 
and sets up a program for rehabilitation (7). 
These two approaches—the old and the new, the 
penal and the nonpenal—are operating side by 
side in the District, and in other cities as well, 
with results that are gratifying in some respects 
but on the whole are frustrating and incongru- 
ous. 

Let us examine the situation in the District of 
Columbia. In this way, we may gain a view of 
the general situation, for the same conditions 
obtain everywhere, statistics forming the only 
material difference. 


Failure of the Penal Approach 


Alcoholism has been regarded traditionally 
as a penal problem, and efforts have been made 
to control it by punitive measures. The Dis- 
trict of Columbia statute—act of Congress ap- 
proved 1934, as amended (6)—is typical. After 
providing that no person shall be drunk or in- 
toxicated in any public place, it prescribes pen- 
alties: a fine of not more than $100 or imprison- 
ment for not more than 90 days, or both. 

It is estimated that not more than 10 to 20 
percent of the alcoholic population ever comes 
in contact with the police. The rest are, the 
hidden aleoholics—the ones who drink quietly 
and alone or who are protected by the family 
group. Alcoholics in the early and middle 
stages of the disease rarely come to the attention 
of the law enforcement officials. Thus, penal 
measures reach only the homeless, social misfit 
group of drinkers and others whose alcoholism 
is far advanced. 
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As nearly everybody knows, the attempt to 
arrest alcoholism by means of punitive measures 
has been a total failure. The penal approach 
has been theroughly discredited as expensive, 
profitless, and inhumane. Other than the exis- 
tence of statutes which still make public intoxi- 
cation a misdemeanor and which should be re- 
placed, there is no justification for sentencing 
alcoholics to penal institutions for fixed periods 
of custody and then releasing them. The nature 
of alcoholism is such that it is impossible to pre- 
dict with any certainty the length of time re- 
quired for recovery. If the patient is wncoop- 
erative and actually resists treatment, progress 
in changing his motivation is likely to be slowly 
achieved. Commitment? Yes—in the ad- 
vanced cases—but it should be in a specially 
provided inpatient facility for an indeterminate 

‘period of whatever time is necessary to arrest 
the disease. There should also be provision for 
conditional release on extended visit status so 
that the patient may continue under the super- 
vision of the rehabilitation staff while readjust- 
ing himself as a member of the community (8). 

The tremendous monetary cost of the penal 
approach to alcoholism is reflected in an unpub- 
lished report of the director of the department 
of corrections of the District of Columbia which 
shows that on June 30, 1953, there were con- 
fined in correctional institutions of the District 
3,868 prisoners of whom 1,017 were alcoholics. 
It costs $2.80 a day to maintain an inmate; his 
maintenance includes food and the personal 
services of attendants as well as plant mainte- 
nance. 

At the rate of $2.80 each, the cost of main- 
taining the 1,017 alcoholics who were in custody 
of the department of corrections on June 30, 
1953, was $2,847.60 for that day. Assuming that 
June 30 was an average day, the estimated an- 
nual cost of maintaining the alcoholic popula- 
tion of the District’s correctional institutions is 
$1,039,374. 

Thus, in the District of Columbia more than 
$1 million of the taxpayers’ money is being ex- 
pended annually on a method of dealing with 
alcoholism, which reaches, at best and at the 
most, not more than 20 percent of the alcoholic 
population and which, as shown by statistics 
on recidivism which will be quoted later in this 


1189 


n 

im 
e. a 
Se 

h | 

ot 

a 
h 

y 

e 

d 

le 

y 

e 

d 

r 
t 
1 

r 

| 

j 

| 
3 


article, produces no tangible results in the form 
of rehabilitation. 

If this money were devoted to more adequate 
rehabilitation facilities for alcoholics, we would 
be in a position to make an effective attack on 
the disease in all of its phases with prospects of 
great gains in human happiness and welfare. 

Alcoholic rehabilitation programs are fi- 
nanced either by general tax funds or by a levy 
on liquor revenue, supplemented by fees from 
patients who are in a position to pay for treat- 
ment. The Alcoholic Rehabilitation Act of 
the District of Columbia (9) provides for a 6- 
percent tax on liquor licenses. This levy yields 
about $75,000 annually, which is earmarked for 
the operation of the alcoholic rehabilitation pro- 
gram in the District. 


Alcoholic Rehabilitation Program 


The alcoholic rehabilitation program of the 
District of Columbia represents the new, dis- 
ease-concept approach to the problem of alco- 
holism. The program has been established as 
a division within the District of Columbia De- 
partment of Health, although as just stated, its 
funds are separate from the general appropria- 
tion for health purposes in the District. The 
purposes of the District’s program are set forth 
in the act of Congress approved August 4, 1947, 
as follows (7): 

“The purpose of this chapter is to... pro- 
vide for the medical, psychiatric, and other 
scientific treatment of chronic alcoholics; to 
minimize the deleterious effects of excessive 
drinking upon those who pass through the 
courts of the District of Columbia; to reduce 
the financial burden imposed on the people of 
the District of Columbia by the abusive use of 
alcoholic beverages, as is reflectesl in mounting 
accident rates, decreased personal efficiency, 
growing absenteeism, and a general increase in 
the amount and seriousness of crime in the Dis- 
trict of Columbia, and to substitute for jail sen- 
tences for drunkenness medical and other scien- 
tific methods of treatment which will benefit the 
individual involved and more fully protect the 
public. In order to accomplish this purpose 
and alleviate the problem of chronic alcoholism, 
the courts of the District of Columbia are here- 
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by authorized to take judicial notice of the fact 
that a chronic alcoholic is a sick person and in 
need of proper medical, institutional, advisory 
and rehabilitative treatment. . . .” 

The alcoholic rehabilitation division of the 
District of Columbia Department of Public 
Health, an outpatient clinic for the rehabilita- 
tion of alcoholics who are residents of the Dis- 
trict, was opened on February 1, 1950. The 
clinic offers a multipronged, multidisciplined 
approach to the rehabilitation of the alcoholic 
patient (2). Medical, social, psychiatric, and 
psychological diagnosis and therapy are em- 
ployed to assist him to recover. The staff con- 
sists of 3 psychiatrists, 1 internist, 3 public 
health nurses, 3 social workers, 2 clinical psy- 
chologists, 5 clerks, and 4 recreation leaders, 3 
of whom work on a part-time or volunteer basis. 

Each new patient at the clinic receives a gen- 
eral physical examination and routine labora- 
tory studies, including chest X-ray and blood 
test. Any organic difficulties are treated or re- 
ferred to other community clinics or to private 
physicians. Diseases incidental to alcohol in- 
toxication receive the special attention of the 
clinie physician. 

One of the psychiatrists on the clinic staff 
makes a diagnostic appraisal of every patient, 
after which the patient is assigned to a ther- 
apist for a regular weekly interview at which 
job or family problems of a pressing nature, 
or significant past experiences, are analyzed 
for the purpose of discovering the cause of the 
patient’s drinking, averting a recurrence, and 
facilitating betterment of the patient’s way of 
life. Therapy is determined according to the 
patient’s individual needs and ability to col- 
laborate. Supportive or insight-gaining psy- 
chotherapy rather than deep analysis is em- 
ployed. 

Various forms of group therapy supplement 
individual therapy. Patients have responded 
to psychodrama with enthusiasm and enjoy- 
ment. They easily develop insight into their 
own and others’ behavior during the acting of 
typical situations and during the discussion 
afterward. 

Diagnostic intelligence and projective and 
aptitude tests are administered as an aid in 
treatment. 
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An appraisal of the patient’s initial need is 
made, and appropriate casework activity is 
performed. The alcoholic rehabilitation di- 
vision maintains the closest relations with other 
agencies which are interested in treating alco- 
holics, including Alcoholics Anonymous, Har- 
bor Light of the Salvation Army, and various 
individuals such as clergymen and employers. 
If it is believed that a patient can benefit by 
association with another group, his therapist 
so recommends. 

The clinic is located near the center of Wash- 
ington and consists of a reconditioned school 
building, which provides ample space for of- 
fices and medical facilities, and which contains 
a lounge and waiting room together with work- 
shops for occupational therapy. 


Credits and Debits 


During the period February 1, 1950, to Au- 
gust 31, 1954, the outpatient clinic registered 
2.577 patients, 1,909 of whom voluntarily 
sought assistance, and 668 of whom were court 
referrals. In addition, the clinic has treated 
many hundreds of persons, usually in an acute 
stage of alcoholic suffering, who were not reg- 
istered as patients because they made single 
visits only and did not return for therapy. 

In a followup study of 715 patients who had 
made 3 or more visits to the clinic as of June 
30, 1952, the degree of rehabilitation for each 
patient was measured in terms of improvement 
in the drinking pattern, social improvement, 
and psychiatric improvement. Some patients 
have been followed since the clinic opened on 
February 1, 1950; for voluntary patients, the 
average period of observation in the study re- 
ferred to was 16.6 months; for court-referred 
patients, 9.1 months. Favorable results in 
terms of improvement in the patient’s drink- 
ing pattern, social improvement and/or psy- 
chiatric improvement were achieved in approxi- 
mately 70 percent. of the cases treated within 
each group of voluntary and court-referred 
patients (70). 

Thus, in the majority of cases improvement 
is sustained; the patient continues his weekly 
therapy, not only for the purpose of maintain- 
ing sobriety, but also, as insight deepens, for the 
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purpose of developing a more effective person- 
ality. In many cases, there are lapses from 
sobriety, but ordinarily the intervals become 
longer and the severity lessens. 

The subject of “lapses” has been much dis- 
cussed and undoubtedly misunderstood. Per- 
haps the remark of a patient made at a time 
when the clinic was under criticism sums it 
up: “If an alcoholic has been sober one day, he 
has been helped.” 

Lapses have been known to occur after LO 
years of nondrinking. In the experience of the 
clinic, a very earnest patient recently lapsed for 
a short period after 7 years of sobriety. Scien- 
tific treatment of alcoholism is relatively new; 
research projects are constantly under way ; and 
in the end, we hope, discoveries will be made 
which will alleviate the problem of lapses. In 
‘the meantime, there is no more reason for fail- 
ure to treat alcoholic patients than there would 
be for failure to aid cancer patients because the 
ultimate cure has not been found. 

What has been said and the examples cited 
show the severity of alcoholism as a disease. In 
the medical sense, it is a chronic illness with 
indefinite prognosis; however, recovery with 
treatment is achieved in many cases. In the 
social sense, it tends strongly to detach the pa- 
tient from society and leads to deterioration of 
his multiple values, cultural, religious, and 
so on. 

During the 4 years the alcoholic rehabilita- 
tion program has been in operation, the out- 
patient clinic has developed to the point of be- 
ing well equipped to serve the needs of patients 
who can be treated on an extramural basis. 
Patients so treated are usually in the nondesti- 
tute class and still have family and community 
ties which they desire to protect. In most in- 
stances, they are voluntary applicants for 
treatment. Since the early alcoholics of today 
are the destitute, skid row figures of tomorrow, 
the clinie by performing valuable preventive 
work in arresting their alcoholism will in the 
long run benefit the community as well as the 
individuals concerned. 

On the debit side of the ledger, it must be 
conceded that the program has made scarcely 
a dent in the alcoholic problem as it presents 
itself to the municipal court and law enforce- 
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ment agencies. In addition, the program has 
been unable to reach and afford proper treat- 
ment to many hidden alcoholics of the type 
who need inpatient care and who do not pass 
through the courts. The program’s effective- 
ness is further limited by insufficient funds and 
lack of proper facilities and by the inadequate 
commitment procedures prescribed by the 
existing law. 


The Chronic Offenders 


The 1947 act (7) directed the commissioners 
for the District of Columbia to establish and 
equip a clinic in connection either with some 
existing hospital or some correctional institu- 
tion or other facility for the diagnosis, classi- 
fication, hospitalization, confinement, treat- 
ment, and study of persons who are found to 
be chronic alcoholics. The law authorized the 
courts, in their discretion, to commit alcoholics 
who have been arrested on the criminal charge 
of drunkenness to the clinic for supervision and 
treatment. Until April 15, 1954, however, it 
was not possible to commit an alcoholic requir- 
ing inpatient care to the clinic because of the 
lack of proper and adequate treatment facil- 
ities, 

There is now being tested in the District a 
new plan which represents the best program 
of treatment that could be devised within the 
framework of sections 4 and 8 of the act ap- 
proved August 4, 1947, and with the financial 
resources available. On April 15, 1954, the 
District commissioners, together with officials 
of the health department, the department of 
corrections, and the municipal court, inaugu- 
rated a program for the commitment of a 
limited number, not to exceed 25, of alcoholics 
who have been selected to receive inpatient care 
at the District of Columbia workhouse at Occo- 
quan, Va. 

Four afternoons weekly, psychotherapists, 
occupational and recreational therapists, social 
workers, and public health nurses from the 
clinic collaborate ,in a “total-push” effort to 
rehabilitate the patients in the extension clinic 
of the alcoholic rehabilitation division, which is 
temporarily set up in the workhouse. Treat- 
ment of these committed patients includes indi- 
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vidual counseling interviews, physical rehabili- 
tation measures, contact with members of Alco- 
holics Anonymous, and making arrangements 
for return of the patients to the community. 
Such arrangements include the procurement 
of room and board and vocational assistance. 
In every instance, plans for continued extra- 
mural treatment upon discharge from the work- 
house are made. Envisioned is a followup 
study, for at least 1 year, of every patient com- 
mitted by the court. 

Plans are currently being formulated by the 
District commissioners to set up a larger re- 
habilitation center for alcoholics at Muirkirk, 
Md.. which will house 100 patients. When this 
project at Muirkirk will be realized cannot be 
gauged at this time. All participating in the 
pilot project of committing alcoholics agree 
that the above approach is the most rational 
and promising method of dealing with the 
court-offender, homeless type of alcoholic. 

With the exception of this newly inaugurated 
and obviously limited program at the Occoquan 
workhouse, however, the courts are currently 
unable to “commit” alcoholics to the alcoholic 
rehabilitation clinic in the District because of 
the lack of adequate inpatient facilities, al- 
though harassed judges, confronted with of- 
fenders who have been arrested 150 times or 
more for drunkenness, have often threatened 
to do so. The present practice is to “refer” to 
the clinie defendants in drunk cases who have 
been interviewed by a social worker and who 
are considered good material for rehabilitation 
under this program. The number who are con- 
sidered capable of rehabilitation by outpatient 
care alone is very small—approximately 2 cases 
a week. These are persons who express a desire 
for help, recognize that their life situation in 
relation to drink demands change, and who ap- 
pear to the social worker hopeful for successful 
rehabilitation. Of course, these 2 cases a week 
are but a “drop in the bucket” of the total alco- 
holic morbidity coming before the courts. 


The “Drunk Court” 


Most of the alcoholics coming before the 
municipal court of the District are still dealt 
with under the code provision which forbids 
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public intoxication and prescribes penalties of 
fine or imprisonment. According to an unpub- 
lished report of the chief judge of the municipal 
court to the president of the District Board of 
Commissioners, 75 percent of all matters coming 
before the court in the fiscal year 1953—21,988 
cases—involved persons arrested for intoxica- 
tion. As a result of this situation, a section of 
the court is popularly termed “the drunk court.” 

Recidivism among persons arrested and sen- 
tenced for intoxication has been a matter of 
concern to the law enforcement agencies of every 
jurisdiction. Studies have been made in the 
District of Columbia with the usual melancholy 
finding that, by and Jarge, arrests for intoxi- 
cation are accounted for by chronic court re- 
peaters whose more or less constant relation- 
ship with the police and correctional depart- 
ments constitutes a revolving door treatment. 

In the report referred to above, the chief 
judge of the municipal court of the District 
estimates that repeaters represented more than 
90 percent of the 21,988 intoxication cases heard 
in 1953. Of these cases, 19,268 were disposed 
of by commitment to the District jail or work- 
house for an average sentence of 28 days. 

For purposes of this report, records were 
examined for 139 persons charged with public 
intoxication who appeared before the criminal 
division of the District of Columbia municipal 
court on March 8, 1954. Only 10 of the group 
had never been arrested before. The remaining 
129 were repeaters with records of previous 
arrests as follows: 


Previous arrests Number of 
for intoxication persons 


A similar study was made of 529 prisoners in 
correctional institutions of the District of Co- 
lumbia who were serving sentences for intoxi- 
cation. It was found that 45 members of the 
group had never been committed before, while 
484 had served previous sentences as a result of 
drunk charges. The record of previous com- 
mitments for the latter group was as follows: 
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Number of 


Previous commitments 


for intozvication persons 
39 
56 
3 


When 5, 6, and 7 commitments a year are not 
uncommon for repeaters, it is no overstatement 
to say that under the present system a large 
number of alcoholics who are sick people ac- 
cording to the language of the 1947 act are 
spending a major portion of their time in jail 
and receiving no treatment. 

The annual cost of salaries and supplies nec- 
essary to the operation of the drunk court in the 
District of Columbia is approximately $76,200. 
An associate justice devotes three-quarters of 
his time to intoxication cases, and 19 other em- 
ployees devote either full or part time thereto. 
In view of the doubtful results achieved 
through the penal approach, it may well be ques- 
tioned whether this expenditure of time, talent, 
and money is justified. 

As expressed by Chief City Magistrate John 
M. Murtagh of New York City in a recent speech 
advocating improved legislation and facilities 
for the treatment of alcoholism: “We in the 
criminal judiciary have in the past allowed so- 
ciety to assign to us the responsibility for a 
tragic human problem which neither we nor 
anyone else understood. We have blindly 
acquiesced in a barbaric system that gave us 
prison bars as the therapeutic approach and de- 
nied us even the most modest staff to inquire into 
the nature of the problem.” 

Persons arrested on the charge of intoxica- 
tion do not in every instance pass through the 
courts. If the offender is able to post $10 col- 
lateral and wishes to forfeit the same, he may 
procure his release without appearing in court. 
According to the annual report of the chief of 
police for the fiscal year 1953, 38,333 arrests 
were made in Washington, D. C., during the 
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year on the charge of intoxication (11). <As- 
suming a maximum of 20 percent who are court 
offenders among the District’s alcoholic popula- 
tion, these 38,333 arrests would be accounted 
for by 7,380 persons, an average of slightly 
more than 5 arrests for each. 


Toward Sensible Rehabilitation 


The hidden alcoholics are another tragedy, 
less dramatic but equally poignant. These in- 
dividuals are having serious trouble with alco- 
hol, but they still have homes, families, and, in 
some instances, jobs. They are unwilling to 
give up alcohol, which is their major solace in 
the face of anxiety and depression, although 
everyone around them can see the handwriting 
on the wall. Such persons have little contact 
with the police. Arrest for intoxication, when 
it occurs, brings an anxious relative or friend to 
the precinct. house to post collateral and procure 
release. During the fiscal year 1953, collateral 
amounting to $148,525 was posted and forfeited 
in the cases of persons arrested for intoxica- 
tion—-another unproductive expenditure inso- 
far as recovery from alcoholism is concerned. 
There are many hidden alcoholics who need in- 
patient care for an indeterminate period, as 
much as persons suffering from other illnesses 
of an emotional nature, but there is no public 
institution in the District which is equipped to 
provide such care in the case of alcoholic 
patients. 

Any attempt to solve the problem of alco- 
holism must begin with a serious facing up to 
the deficiencies of the penal approach and a 
search for more promising methods of treat- 
ment. Alcoholism is a problem national in 
scope. Lives, families, and careers are being 
destroyed, and many millions of dollars as well 
are wasted annually, while very little effort is 
being expended to get at the source of the prob- 
lem and to alleviate its destructive effects. 

Only an increasing awareness on the part of 
the general public, State and local officials, and 
our national representatives can set us on the 
road to meet with impact the vicious challenge 
which alcoholism presents. 

Specifically, in terms of additional inpatient 
facilities, the alcoholic rehabilitation program 
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in the District of Columbia, and in countless 
other major cities in the United States as well, 
needs the following: 


A. hostel or halfway house, a boarding home 
where alcoholics in the convalescent stage could 
be admitted and allowed to stay in a controlled 
environment until well on the way to rehabili- 
tation—a moderate amount would be paid for 
board and room by those capable of obtaining 
employment. 

A hospital ward for the screening (diagnosis 
and classification) of alleged alcoholics and for 
the short-term care of alcoholics in the acute 
stage of intoxication—arrangements have been 
completed for a small alcoholic ward in the 
municipal hospital of the District (the District 
of Columbia General Hospital), which could 
be enlarged to serve this purpose. 

An institution for long-term treatment of 
tleoholics and for the custodial care of dete- 
riorated, incurable patients—this should be a 
hospital, located in a rural area, with sufficient 
acreage for farming and workshops for ocecu- 
pational therapy and vocational training. 


Suggested Commitment Procedures 


In those localities which are ready for a 
changeover from criminal to civil methods of 
dealing with alcoholism, essentially a problem 
of public education and of correcting or modi- 
fying local legislation, it is suggested that care- 
ful consideration be given to the creation of a 
commission on alcoholism, similar to the local 
commissions on mental health, which have been 
established in some jurisdictions including the 
District of Columbia (72). Such commission 
would be responsible for holding fact-finding 
hearings in the cases of alleged chronic alco- 
holies and making recommendations to the court 
for commitment, treatment on an outpatient 
basis, and discharge for the alcoholic who has 
not progressed to the chronic stage, or some 
other appropriate disposition. Such commis- 
sion would be an arm of the courts and would 
act in aid thereof. As in mental health cases, 
orders for commitment of chronic alcoholics 
would be issued by the court on the basis of the 
findings and recommendation of the commis- 
sion on alcoholism. 
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Although not essential, the chairman of any 
such commission might well be a lawyer, ex- 
perienced in the field of psychiatry, whose duty 
would be to direct the proceedings and hearings 
in such manner as to assure fairness. The com- 
mission's other members should be psychiatrists 
and psychiatric social workers with specialized 
experience in the field of alcoholism. 

A judicial trial in the ordinary sense is not 
appropriate in determining whether a person is 
a chronic aleoholic in need of institutional 
sare and is not required by due process of law 
(13). A commission composed of persons with 
specialized knowledge of alcoholism could be 
expected to possess an expertise which would 
make for just and wise findings and recommen- 
dations. As Henry Weihofen has so succinctly 
stated in discussing commitment procedures 
without judicial trial—he is referring specifi- 
‘ally tomental illness (74) : 

“The only argument made in favor of full 
hearing in these cases is that sane persons might 
otherwise find themselves committed. But 
since no one would suggest that more than a 
small percentage of commitment cases involve 
anything improper, it seems a blunderbuss 
method to require elaborate formalities in all 
cases,'in order to avoid abuse in a few. Easy 
and informal admission is the most humane to 
the patient and least expensive for the taxpayer. 
The relatively rare cases where the patient 
wants to contest the commitment order could be 
handled by allowing a full hearing on appeal.” 

It would, of course, be necessary that the legis- 
lative act setting up a commission on alcoholism 
guarantee to all affected thereby the essentials 
of due process of law—adequate notice of the 
hearing to be held by the commission, the op- 
portunity to present a defense, and the right to 
counsel. In addition, as Weihofen suggests, 
there should be a right of appeal to the court 
for a trial de novo, if the patient so requests. 

Any new or revised laws dealing with the 
commitment of alcoholics should contain a pro- 
vision similar to that contained in the District 
of Columbia legislation on mental health (72), 
whereby a petition may be filed by a relative, 
friend, physician, police, or welfare officer, re- 
questing that a hearing be held and the individ- 
ual committed to an institution for alcoholism 
if it is found that he requires inpatient care. 
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Periodic examinations should be required 
after admission to the hospital, whether as a 
result of commitment or as a voluntary act, in 
order to determine the need for continued hos- 
pitalization, Outright discharge, or transfer 
to the suggested convalescent home, should be 
authorized as soon as the patient’s condition 
warrants. In other words, the requirement of 
medical certification as to the need for detention 
and hospitalization should be regarded as a 
continuing one, which is subject to change as 
progress is made toward rehabilitation. 

Since institutions for the care of the mentally 
and emotionally ill are generally overcrowded, 
the fear of “railroading,” or illegal detention, is 
probably greatly exaggerated. However, 
under our system of jurisprudence, the writ of 
habeas corpus is available, in addition, to any- 
one who claims that he is being deprived of his 
liberty illegally. 

Ideally, the term of commitment should be 
indeterminate, as is usual in mental health cases. 
Those who advocate a relatively short maxi- 
mum commitment, such as 90 days, fail to recog- 
nize the complexity of alcoholism as a disease. 
It is true that 90 days would be sufficient in 
many cases, but where the disease is far ad- 
vanced, where the patient has lost home, family, 
and job ties, where self-respect is low and life 
values have deteriorated, longer treatment will 
be required in order to effect rehabilitation. 

There are obvious advantages in providing in 
the legislation for voluntary admission to in- 
patient facilities. A person believing himself 
to be a chronic alcoholic when admitted upon 
his own application could not be restrained 
from leaving if he chose to do so. However, 
he should be required to give a few days’ notice 
of his intention to leave in order to prevent a 
too hasty decision. 


Conclusion 


As phrased by Judge Murtagh in the speech 
referred to, alcoholism is a “tragic human prob- 
lem,” psychiatric in its nature, with medical and 
social aspects, to which penal procedures have 
been drearily and futilely applied. Clinics 
throughout the country, such as the one main- 
tained by the alcoholic rehabilitation division of 
the District of Columbia Department of Public 
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Health, are doing what they can, but additional 
facilities, particularly for inpatient treatment, 
are desperately needed, and could be provided 
if the money which is now being used for the 
processing of intoxication cases as criminal were 
diverted to more enlightened purposes. The 
time will come when there is understanding of 
the preblem, with public demand for change. 
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Epidemiology Course for{Nurses 


The Communicable Disease Center, Public Health Service, is 
offering a refresher course in communicable disease control to public 
health nurses and instructors in communicable disease nursing, May 
16 through June 3, 1955, in Atlanta, Ga. 

The course is designed to increase the technical knowledge and skills 
of nurses in the prevention and control of communicable diseases. 
Epidemiological principles and techniques will be emphasized. 

Field experience under supervision will be available to a limited 
number of students following the completion of the course. 

For further information and application, write to your State health 
department director of public health nursing or to the Chief, Com- 
municable Disease Center, Attention: Chief Nursing Consultant, 
50 Seventh Street, N. E., Atlanta, Ga. 
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Venereal Disease Contacts 


Of Merchant Seamen 


By JoHannes Stuart, Ph.D. 
and GEORGE JOYCE 


HE Division of Foreign Quarantine, in co- 

operation with the then Division of Ve- 
nereal Disease, Public Health Service, con- 
ducted a study of venereal disease contacts 
among merchant seamen during a 6-month 
period beginning June 1, 1951, and ending No- 
vember 30, 1951. The purpose of the study was 
to determine which seaports of the world are 
the principal foci of infection. 

Each major quarantine station in the United 
States, Hawaii, and Puerto Rico participated. 
A contact study report was completed for each 
seaman (citizen or alien) who had been treated 
for venereal disease during the voyage to the 
United States or who had clinical symptoms of 
venereal disease and was so diagnosed upon 
arrival. The report form included the name 
and nationality of vessel, date of arrival, na- 
tionality of the seaman, venereal disease for 
which the seaman was treated, number of pre- 
vious infections, ports where sex contacts oc- 
curred, number of days of shore leave, and 
number and type of different sex partners. 

In the 6-month period of the study, 2,426 
infécted seamen reported 4,364 sex contacts in 
ports throughout the world. This represents 
a contact index of 1.80. Of the total number 
of infected seamen, 2,052 (84.6 percent) were 
treated for venereal disease en route to the 
United States, and 381 (15.7 percent) were 
treated upon arrival. (The total exceeds 100 


Dr. Stuart is health program officer and Mr. Joyce is 
a statistician with the Venereal Disease Branch, 
Division of Special Health Services, Public Health 


Service. 
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percent because some men were treated both en 
route and upon arrival.) Patients with gonor- 
rhea accounted for 1,953 of the venereal infec- 
tions and comprised 80.5 percent of the total 
2.426. Based on current venereal disease rates, 
the 1,953 cases of gonorrhea represent the mor- 
bidity which might be expected from a popu- 
lation of 1,286,000 United States citizens an- 
nually. Similarly, the 225 cases of syphilis are 
equal to the annual morbidity of infectious cases 
to be expected among 1,086,000 United States 
citizens. 

Although some 30 countries of residence were 
represented, 64 percent of the infected seamen 
were Americans. Fifty-one percent of the pa- 
tients reported they had had previous infec- 
tions. The number of infected seamen reported 
to quarantine stations in the various geographic 
areas are as follows: east coast, 982; gulf coast, 
298; west coast, 1,057; Hawaii, 60; and Puerto 
Rico, 29. The nationalities of infected seamen, 
arranged in descending order of frequency, 
were: American, Norwegian, British, Danish, 
Swedish, Canadian, Dutch, Greek, German, 
Honduran, Finnish, French, Cuban, and Span- 
ish. Each of these nationalities included 10 or 
more infected seamen. 

Table 1 lists the leading ports of exposure 
throughout the world and shows the number of 
seamen infected and the number of exposures. 
The total number of infected seamen and con- 
tacts also are shown for each port and con- 
tinent. Since some men were exposed in more 
‘han one port, the sum of infected men in this 
table exceeds the total of 2,426. 

Table 2 indicates the number of contacts by 
geographic area of exposure and type of con- 
tact. “Pickup-no-fee” is reported more often 
than any other type of contact in ports of the 
United States and Europe. On the other hand, 
“house prostitute” is reported more often than 
other types of contacts in Mexico, Japan, West 
Indies, Central America, South America, India, 
and Africa. Of the total contacts in all ports, 
almost half (47.2 percent) were reported as 
“house prostitute.” The remaining types of 
contacts were distributed among “streetwalker” 
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Table 1. 


Number of infected merchant seamen and sex contacts, by leading ports 
continent, June 1—November 30, 1951 


of exposure and 


Number Number 


Number Number 
Port of exposure, by continent infected sex Port of exposure, by continent infected sex 
seamen contacts | seamen | contacts 
| | 
| | 
North America: | Europe—Continued 
New York City........- 21 32 Hamburg, Germany. 40 60 
12 31 | Rouen, 39 64 
Houston 11 14 | All other ports of Europe 347 510 
San Francisco 9 15 
All other ports of ‘the United Total_. 525 763 
67 92 || == 
All ports of Canada_-_-_-_----_---- 22 27 || Africa: 
Tampico, Mexico = 9 11 | Casablanca, Morocco (French) __- 20 45 
Veracruz, Mexico 6 7 || Durban, Union of South Africa__, 16 | 26 
Alvaro Obregon, Mexico ______- 4 4 || Capetown, Union of South Africa_ 13 | 17 
All other ports of Mexico R 4 5 ] All other ports of Africa. ______ 57 100 
Havana, : 31 45 
Trinidad, British West Indies __ 16 19 = <= 
San Juan, 9 11 Asia: 
All other ports of West Indies. _- 70 87 | Bombay, India__._._....._-_-.- 38 74 
Puerto Cortes, Honduras__ 7 7 || Calcutta, India____._____-_-__- 47 85 
Puntarenas, Costa Rica 7 8 | Vizagapatam, India___________- 24 26 
Cristobal, ee 6 7 All other ports of India________- 20 29 
All other ports of Central America. 44 60 | Yokohama, Japan_____________- 355 700 
Hobe, Japan... 198 292 
366 502 | Mon, 85 | 125 
Sasebo, 68 95 
South America: All other ports of Japan pee 256 442 
Vitéria, 54 102 Pusan, 7§ 116 
Santos, Brazil 44 73 Manila, Philippine Islands 72 | 84 
Rio de Janeiro, Brazil 30 57 Hong Kong, 40 47 
All other ports of South America. 156 194 | Jogjakarta, Indonesia________-___| 37 40 
All other ports of Asia________—_| 232 | 330 
= | 1,551 | 2, 485 
Europe: 
Bremerhaven, Germany - 52 59 | Grand 2,832] 4, 364 
Rotterdam, Netherlands_ 47 70 | 


Table 2. Venereal disease contacts of merchant seamen, by geographic area of exposure and 


type of contact, June 1—November 30, 1951 


Percentage distribution of contacts 


| Number 
Geographic area | of con- 
| tacts ouse treet- Pickup- 
prostitute | walker no-fee Friend | Unknown 
| 
United 184 17.4; 147/ 522 15.7 0 
ioe cuncccucuiuananiwenenanl 27 70. 4 | 14.8 | 14.8 0 0 
182 50. 0 21.4 24.7 3. 9 | 0 
I I ae 82 57. 3 | 20. 7 | 15. 9 | 6. 1 0 
426 55. 4 17. 8 | 24. 9 | 
763 | 16. 0 | 33. 6 | 45. 1 | 4.8 5 
188 71.3 6.4 | 19.7 2. 6 | 0 
214 | 82. 2 | 4.7 | 8.0) 2.3 | 2.8 
1, 654 | 52. 4 32.9. 10.0 
Miscellaneous ports of Pacific... 601 | 54.1 | 31.6) 11. 6 2.5 | .2 
Other miscellaneous ports -..--_-.-.-----| 43 25. 6 18. 6 | 44.2 11.6 0 
Total 4, 364 47.2 27.1 | 21. 4.0 
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Percentage distribution of 4,364 contacts of mer- 
chant seamen infected with venereal disease, 
by geographic area of exposure. 

June 1 through November 30, 195! 
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(27.1 percent), “pickup-no-fee” (21.0 percent), 
and “friend” (4.0 percent). 

The chart shows graphically the percentage 
distribution of contacts by area of exposure. 
Japan represents the greatest venereal disease 
problem with 1,654 contacts (37.9 percent of 
the total 4,364 sex contacts). Europe ranked 
second with 763 contacts (17.5 percent of the 
total). 
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A question which arose but is not answered 
by the analysis of the preceding data was how 
much of a hazard is presented by merchant 
seamen as agents in the transmission of venereal 
disease across international boundaries. Since 
all the seamen in the group above were treated 
before or upon arrival in the United States, no 
opportunity was permitted them on their return 
to transmit infections acquired abroad to resi- 
dents of the United States. 

To assay the extent of such transmission, 
another group of patients was interviewed for 
contacts: 119 merchant seamen with infectious 
syphilis admitted to the Staten Island Public 
Health Service hospital in 1952-538. Of those 
interviewed, 34 (29 percent) reported contacts 
both in the United States and in foreign coun- 
tries. It would thus seem that a considerable 
proportion of infected merchant seamen were 
acting as agents in the international exchange 
of venereal disease. 

However, when these 34 individuals naming 
both foreign and United States contacts were 
classified by nationality, it was found that only 
3 of them were foreign seamen. The remainder 
were Americans. It would appear, therefore, 
that the American seamen may be the principal 
agent among seafaring personnel in carrying 
venereal disease between foreign countries and 
the United States. This may be associated to 
some extent with the greater accessibility to sex 
partners by American merchant seamen because 
of their higher pay scales. It probably is more 
closely related to the fact that American sea- 
men are not screened for disease at American 
ports of entry in the same way as are foreign 


seamen. 
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Results of the Cancer Teaching Program 


In Medical Schools 


By RAYMOND F. KAISER, M.D. 


HE Public Health Service program of 

grants to medical schools to coordinate 
the teaching of cancer has completed its sev- 
enth year. The program, administered by the 
National Cancer Institute, has been expanded 
since its beginning in June 1947 until 82 of the 
Nation’s medical schools are currently partici- 
pating. 

The basis of the institute’s cancer teaching 
program was a conference report entitled “Can- 
cer in the Medical School Curriculum,” pub- 
lished in August 1947 by the National Advisory 
Cancer Council, which recommended financial 
assistance to medical schools prepared to under- 
take an integrated cancer teaching program. 
It summarized the findings of a conference at 
the National Cancer Institute in 1946, attended 
by deans and professors from a number of medi- 
cal schools and representatives of the National 
Research Council, the American Cancer Society, 
the National Advisory Cancer Council, and 
other units of the Public Health Service. 

Cancer in the Medical School Curriculum 
helped formulate the objectives of the program 
essentially as follows: 

Development of an awareness of cancer 
among medical students. 


Dr. Kaiser is chief of the Field Investigations and 
Demonstrations Branch of the National Cancer Insti- 
tute, National Institutes of Health, Public Health 
Service. 
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Effective utilization of current knowledge 
to supplement gaps in the students’ information 
on cancer. 

Reduced emphasis in class instruction on 
the incurability of cancer. 

Coordination of cancer teaching in any 
manner which would provide the student, at 
some time during the course of his studies, with 
a comprehensive concept of the disease in all its 
aspects. 

Emphasis on the need for group presenta- 
tion and consultation in the discovery, diagno- 
sis, and treatment of cancer. 

Stimulation of student interest in cancer 
research. 

Increased participation of the internist in 
‘cancer teaching. 

Improvement of medical service to cancer 
patients. 

It was obvious from the beginning of the 
program that effective methods of coordinating 
the teaching of cancer would vary from school 
to school. The National Cancer Institute had 
no desire to suggest a uniform instruction plan 
to all participating institutions. It was de- 
cided, then, that each school should have an op- 
portunity to develop the type of teaching pro- 
gram best adapted to its particular method and 
philosophy of medical training and most suited 
to its personnel and available facilities. A 
policy of permitting complete academic free- 
dom in curriculum matters was adopted at the 
beginning and has never been changed. More- 
over, allocation of grant funds was left, as far 
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as possible, to the discretion of participating 
schools with the reservation that these funds 
should not be used to replace existing budgetary 
commitments or to underwrite specific research 
projects. 

Since the program is by nature long-range, 
it was clear when the project was introduced 
that continuity was essential, and the institute 
has provided all possible assurance of con- 
tinuity. All approved medical schools are 
considered eligible for grant funds. In 1947, 
the National Advisory Cancer Council recom- 
mended a maximum of $25,000 annually for 
each 4-year medical school and $5,000 annually 
for each 2-year school. These amounts have 
remained the same throughout the program. 

The extent of participation for the 82 medi- 
cal schools in the country receiving funds 
under this grant program follows. 


Year of 
Schools participation 


When the program began, one of the council’s 
recommendations was that the dean and faculty 
of each medical school review the cancer teach- 
ing methods then practiced in their own in- 
stitutions. These reviews indicated that with 
very few exceptions the following conditions 
prevailed : 

There was duplication in teaching some 
facets of the subject. 

Some aspects of cancer were incompletely 
coVered in the course of instruction and others 
were entirely omitted. 

In some instances, conflicting information 
was presented on the same phase of the subject 
by different departments. 

Only ordinary emphasis was given to-can- 
cer in the routine instruction. 

There was little systematized cancer in- 
struction. 

Cancer teaching consisted almost entirely 
of individual departmental courses of instruc- 
tion. Definite correlation in an overall cur- 
riculum was lacking. 
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Minimal opportunity was provided for the 
student to learn the natural history or course 
of the disease. 

Most of the teaching was didactic in nature 
with minimal opportunities for clinical instruc- 
tion. 

An inadequate number of instructors and 
faculty members were actively interested in 
‘ancer teaching. 

No organized body or specific individual 
was available to integrate cancer teaching. 


Coordinator of Cancer Teaching 


A project which might be described as an 
experimental program in cancer education was 
established in the medical schools as a result 
of these survey findings. It was recognized 
that considerable integration would be neces- 
sary to realize the purposes of the program. 
The establishment of a position variously titled 
but essentially that of “coordinator of cancer 
teaching” was found to be the best method of 
accomplishing the desired integration. Each 
participating school designated a staff member 
to serve as coordinator. In some schools this 
individual was already a member of the faculty. 
In many instances, however, it was necessary 
to recruit qualified persons from outside the 
institutions. At present 39 surgeons, 22. pa- 
thologists, 10 radiologists, 6 internists, 1 gyne- 
cologist, 1 dermatologist, 1 urologist, 1 bac- 
teriologist, and 1 dean are serving as cancer 
coordinators, 

It is interesting to note that 53 of the indi- 
viduals initially designated as cancer coordi- 
nators have served in this capacity throughout 
the duration of the grant program. In the re- 
maining schools, there have been one or more 
changes in this position. One reason for 
changes has been increased capability on the 
part of coordinators. In one school which has 
had three changes, one former coordinator 
became director of a large State cancer hos- 
pital; another was named chief of surgery at 
a recently established city cancer hospital, 
and a third has gone to another university to 
become associate professor of surgery and direc- 
tor of the tumor clinic. While there has been 
a good deal of turnover in some of the coordi- 
nator positions, it is believed that this is an 
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index of the worthwhile nature of the grants, 
in that they afford the schools an opportunity to 
recruit qualified men to their faculties. 

Est: blishment of cancer coordinator posi- 
tions has been one of the most potent program 
factors in improving the quality of cancer 
teaching. In fact, the alternative of a new and 
separate department of cancer teaching has 
led various departments in some schools to make 
a determined effort to improve the quality of 
their instruction in order to keep the subject 
in their curriculums. Three schools have estab- 
lished separate departments of oncology, and 
three others have formed divisions of oncology. 
The remaining schools have established a vari- 
ety of administrative arrangements to stimulate 
the integration of cancer teaching. 

The mere existence of a coordinator and the 
availability of grant funds have served as a 
stimulus to focus the attention of the medical 
school faculty on the cancer problem. This, in 
turn, has led to the establishment in the schools 
of cancer committees whose membership in- 
cludes heads of major services and departments 
and such other officials as individual schools tind 
appropriate. Initiaily, these committees tended 
to be composed of representatives of the clinical 
departments. However, as time went on, repre- 
sentatives of the preclinical departments were 
included. As the usefulness of the committees 
became apparent, more schools adopted the idea, 
and cancer committees are currently found in all 
schools participating in the program. These 
committees, operating through interdepart- 
mental cooperation, have been one of the most 
effective means of bringing about the integra- 
tion of cancer teaching. 


Changes in Teaching Methods 


The focusing of attention on the cancer prob- 
lem led to a number of experiments, some suc- 
cessful and others unsuccessful, in the schools’ 
approach to teaching the subject. The insti- 
tutions present many variations in their pro- 
grams to improve undergraduate medical 
education in cancer. However, a number of 
changes in cancer teaching which have resulted 
from the grant program are common to many 
of the participating schools. 

Practically all the institutions have come to 
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consider a teaching tumor clinic essential to 
cancer instruction. At the beginning of the 
program, 43 of the schools had tumor clinics, 
But in most instances the clinics were operated 
as staff or service functions with a limited num- 
ber of patients, inadequate followup procedures, 
and little or no student participation. Under 
the grant program, these schools have expanded 
and improved their general tumor clinics and 
some special departmental tumor clinics as well. 
Since its inception, the grant program has also 
been instrumental in motivating the establish- 
ment of tumor clinics in 30 additional schools. 
All these clinics are currently operating as 
teaching clinies with active student participa- 
tion required. A tremendous increase in the 
students’ contact with clinical material and 
improved services to cancer patients have re- 
sulted from these practices. 

Hand-in-hand with increased clinical facili- 
ties has gone an increase in the number of teach- 
ing tumor conferences or tumor board presen- 
tations, This method of teaching has been_ 
initiated in 43 of the schools since the program 
began. Existing tumor conferences in 20 
schools have been strengthened and expanded 
during the same period. All the tumor con- 
ferences are operated as teaching sessions with 
active student participation. 


Additional Hours and Courses 


Although it would be misleading to attempt 
to evaluate the effect of the teaching grants in 
terms of additional hours in the curriculum de- 
voted to cancer instruction, it is noteworthy that 
all participating schools have in fact increased 
their cancer teaching hours. In general, this 
has been accomplished through a rearrange- 
ment of hours of instruction, revision in content 
of the material taught, elimination of needless 
repetition, the addition of material previously 
omitted, and increased emphasis on cancer in 
existing departmental instruction. Increased 
emphasis on cancer instruction in pathology was 
reported by 68 schools, in radiology by 43, in 
surgery by 41, in gynecology by 28, in medicine 
by 24, in biochemistry by 18, in anatomy by 12, 
in dermatology by 8, in physiology by 7, and in 
ophthalmology and otolaryngology by 5. 

The fact that 52 schools have added one or 
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more new cancer courses to the curriculum is 
of special interest. Some of the courses were 
initially elective; but as the program pro- 
gressed, they were incorporated into the 
regular curriculum and have been established 
as required courses. Some are in the nature of 
orientation courses which attempt to correlate 
the basic sciences and clinical medicine. Spe- 
cific endeavors in this area through the ini- 
tiation of correlation clinics or correlation 
courses have been reported by 27 schools. Other 
new courses are concerned with physical diag- 
nosis and special cancer diagnostic procedures. 
Still others deal with the biology of cancer, 
carcinogenesis, cancer etiology and epidemiol- 
ogy, cancer research, and experimental cancer. 

Twenty-two schools have found it desirable to 
extend their cancer teaching in the field of 
cytology. Cytology laboratories have been 
established under these grants in 10 of the 22 
schools. Isotope laboratories were established 
by 6 schools, which, also, together with 9 other 
schools, extended their cancer teaching into the 
field of radioisotopes. 

During the program there has been a definite 
increase in the use of the team-teaching tech- 
nique. To implement this type of teaching, 27 
schools’ have initiated cancer symposiums or 
eancer seminars in which the students actively 
participate. 

Small group ward teaching has been in- 
troduced into 22 schools since the beginning 
of the program. All the schools have shown a 
strong trend to introduce the student to cancer 
patients earlier in his career, to increase his 
contacts with cancer patients, especially his 
diagnostic encounters, and generally to widen 
his clinical experience. The schools have shown 
a corresponding decrease in didactic lectures, 


Increased Staff and Equipment 


A large personnel force is necessary for the 
increased cancer teaching indicated above, and 
65 of the schools report that the grants have 
permitted them to increase their professional 
staffs. In this group there are 23 schools in 
which the cancer coordinator represents at least 
a part of the increased personnel. Reports 
from 45 schools indicate that they have been 
able to add to their staffs such ancillary em- 
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ployees as medical artists, technicians, photog- 
raphers, social workers, clinic secretaries, 
clerks, statisticians, record librarians, clinic 
nurses, and physicists. 

The grants have enabled all the schools to 
increase markedly their visual educational ma- 
terials, including kodachromes, lantern slides 
(clinical and pathological), models, moulages, 
museums, filmstrips and films, and such equip- 
ment as cameras and projectors. In order to 
prepare their own materials, 11 schools estab- 
lished photographic departments. number 
of cancer films have been produced by three of 
the schools. 

Under this program, the majority of the 

schools have strengthened their pathology serv- 
ice through the preparation and collection of 
lantern slides (clinical and pathological) or by 
‘the addition of equipment like projectors, tech- 
nicians’ microscopes and scopicons. Tumor reg- 
isters have been established by 18 schools and 
cancer registers, together with followup pro- 
grams, by 33 others. Such services have enabled 
17 schools to include social and psychological 
problems of cancer patients in their teaching. 
Moreover, these services have brought about an 
improvement in the medical records of at least 
half the schools. Reports from 55 of the 
schools say that the program has stimulated 
cancer research in their institutions and that 
this research has resulted in increased interest 
in the cancer field among students and faculty 
members. In this connection, 20 schools pro- 
vide student fellowships under the grants, 
largely for student assistance on research proj- 
ects. 


Use of Grant Funds 


Although the original intention was to re- 
strict grant support to undergraduate teaching, 
it has become apparent that the program cannot 
be dissociated from other interested groups. 
The fact that 26 schools have established visit- 
ing lectureship programs which are open to 
medical students, interns, residents, house offi- 
cers, and practicing physicians is evidence that 
‘ancer teaching has spread into the postgradu- 
ate area. 

The effectiveness of the cancer teaching pro- 
gram cannot be.reduced, of course, to a numeri- 
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cal evaluation. However, the above enumera- 
tion does provide some indication of the results 
of the grants. Another perspective may be pro- 
vided by a brief analysis of the utilization of 
grant funds over the years. In the first years 
of the program, the funds were distributed as 
follows: Approximately 64 percent was allo- 
vated for personnel, 23 percent for permanent 
equipment, 6 percent for consumable supplies, 
2 percent for travel, 2 percent for other ex- 
penses, and 3 percent for overhead. A consid- 
erable portion of the first grants was necessarily 
used for permanent equipment. Since then 
there has been a progressive increase in the 
portion used for personnel and a proportionate 
decrease in the amount used for equipment. 


The percentage allotted to overhead has been . 


slightly more than doubled, but it has never 
reached the 8 percent allowable for this item. 
The amount used for travel has increased 1 to 2 
percent while the portion for consumable sup- 
plies and other expense has decreased 1 to 2 per- 
cent. Approximately 85 to 90 percent of the 
total funds are currently used for personnel, 
with the remaining 10 to 15 percent distributed 
among the other five categories. 


Accomplishments 


Despite the difficulties of providing specific 
and indisputable evidence of the results of these 
grants, it is possible to point to a number of 
general accomplishments under the program : 

It has greatly increased, in all probability, 
the awareness of cancer not only among medical 
students but also in medical school faculties. 

It has stimulated the schools to make remark- 
able changes in cancer teaching practices. 

It has promoted the use of several types of 
visual aids which help materially in the com- 
munication of factual information to students. 

Tn addition to visual aid material, it has pro- 
vided other improved teaching equipment and 
tools. 

It has increased clinical instruction in cancer. 

It has increased the emphasis on group pres- 
entation and coftsultation in the discovery, 
diagnosis, and treatment of cancer. 
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It has increased the use of current knowl- 
edge about the disease through additional and 
supplementary courses of* instruction. 

It has improved medical service to cancer 
patients through the establishment of new and 
additional cancer clinics and by the provision 
of funds for needed clinic equipment. 

It has stimulated student interest in cancer 
research and assisted in the development of 
cancer research programs in many schools. 

It has resulted in a greater interest in cancer 
teaching. 

It has enabled institutions to obtain and re- 
tain qualified teachers who might not otherwise 
have joined medical school faculties. 

It has provided funds for the establishment 
of cytology and isotope laboratories. 

It has provided funds for the establishment 
of photographic and medical illustration de- 
partments. 

It has assisted in the establishment of more 
adequate record systems and in the development 
of followup programs. 

It has made evident the need for cancer in- 
struction in postgraduate fields and has fur- 
thered such teaching. 

It has brought about coordination of cancer 
teaching, largely through increased interde- 
partmental cooperation, in both the preclinical 
and clinical years, and has materially improved 
the teaching. 

It has focused attention not only on cancer 
but also on the ascending prominence of other 
diseases related to later life. It has achieved 
curriculum changes and changes in the concepts 
of medical education in keeping with the shift- 
ing demands indicated by this situation. 

Lastly, it has caused a beneficial chain reac- 
tion in that improved cancer teaching has led 
to better teaching in general in the medical 
schools. In the final analysis the beneficial 
effects of this program cannot be based on the 
formulation of instruction techniques and their 
organization within the medical school curricu- 
lum. The program must be measured by the 
long-range effect the teaching will have on the 
reduction of cancer mortality. 
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These observations regarding the survival of E. coli and S. schottmuel- 
leri in soft clams and shell oysters which were artificially polluted and 


stored under natural conditions will be helpful in the rational control 


of one of the more turbulent fields of sanitation. 


Survival of Enteric Organisms 


In Shellfish 


By C. B. KELLY and WILLIAM ARCISZ 


ANITARY control of the shellfish indus- 
try has relied largely on assurance that 
shellfish are harvested from waters beyond the 
influence of dangerous pollution. Among the 
stipulations for an approved shellfish area, the 
Public Health Service Manual of Recommended 
Practice for the Sanitary Control of the Shell- 
fish Industry (7) includes a limiting coliform 
most probable number (MPN) of the overlying 
water. 

Recognizing the desirability of bacteriologi- 
cal criteria for slrellfish as well as for waters 
from the growing areas, the Public Health Serv- 
ice has included in the manual certain tentative 
coliform MPN values for oysters and other 


Mr. Kelly and Mr. Arcisz are, respectively, the chief 
and bacteriologist of the Shellfish Sanitation Labora- 
tory of the Public Health Service's Robert A. Taft 
Sanitary Engineering Center. Since this report was 
written, the laboratory has been moved to Pensacola, 
Fla., from Woods Hole, Mass. An earlier report on 
the Bacteriological Control of Oysters During Proc- 
essing and Marketing by the same authors appeared 
in the August 1954 issue of Public Health Reports, 
pp. 716-720. 
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shellfish as taken from the growing area. In- 
terpretation of bacterial findings in shellfish at 
the market, particularly in species of shellfish 
other than oysters, is quite diflicult in the ab- 
sence of specific data on the reliability of the 
indicator organisms as representative of the 
presence or absence of enteric pathogens. A 
criterion of the value of any indicator organism 
is obviously the relative survival as compared 
to the pathogens, not only in water, but also in 
the shellfish after the shellfish have been re- 
moved from the water. 

There is no question concerning the persist- 
ence of enteric pathogens in shellfish after they 
have been harvested. Epidemiological data, 
such as that summarized by Fisher (2) and more 
recent reports (3-5), contain incontrovertible 
evidence of the transmission of enteric diseases 
by shellfish. Furthermore, there is sufficient 
experimental evidence, at least with Sa/monel/a 
typhosa, to show that this organism will survive 
for a long period of time in both shell and 
shucked oysters. This is borne out by Hunter’s 
(G) conclusions, based on a review he made of 
the literature as of 1928, that S. typhosa will 
remain viable within the bodies or shell liquor 
of oysters long enough to cause illness when 
oysters are eaten within the usual period elaps- 
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ing between the time they are removed from 
the infected water and the time they are con- 
sumed, 

Experimental data on species of shellfish 
other than oysters, however, are quite limited. 
Except for a few experiments conducted by 
Klein (7) with mussels and cockles, no studies 
have been made with other commercially impor- 
tant species of shellfish. 

Therefore, during 1952 and 1953, in Woods 
Hole, Mass., at the Shellfish Sanitation Labo- 
‘atory of the Public Health Service, we con- 
ducted a number of experiments to determine 
the relative survival of Escherichia coli and 
Salmonella schottmuelleri in oysters and soft 
clams—two of the more commercially impor- 
tant shellfish in the North Atlantic coast area. 
This investigation was considered desirable, in 
view of the limited data on survival of either 
coliforms or enteric pathogens in these species 
of shellfish: Crassostrea virginica, the eastern 
oyster of the Atlantic and Gulf coasts, and Mya 
arenaria, the soft clam of the New England and 
Middle Atlantic coast. Furthermore, improve- 
ments in bacteriological techniques and devel- 
opment of methods since the earlier studies have 
made possible more quantitative estimations of 
enteric pathogens. 


The Plan of Study 


The basic principles in this reinvestigation of 
survival of enteric organisms in shellfish were 
considered to be as follows: 

1. Experimental animals should be allowed 
to become polluted by natural physiological 
processes—by exposure to sea water containing 
predetermined suspensions of the polluting or- 
ganisms. 

2. Polluting organisms should be present in 
the experimental animals in concentrations 
within the range found under naturally oceur- 
ring circumstances. The sensitivity of the 
available methods for enumerating the test or- 
ganisms would be a limiting factor in establish- 
ing the level of concentration, particularly of 
enteric pathogens. 

4. In order to make a direct comparison of 
the survival of the selected indicator organism, 
E.coli, with the selected pathogen, S. schottmu- 
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elleri, mixtures of the two organisms, in appro- 
priate ratio, should be used as the polluting 
agents. 

4. Storage of the polluted shellfish should be 
conducted at controlled temperatures. 

5. Survival of test organisms should be deter- 
mined by quantitative methods of enumeration. 

6. Storage should be conducted for a length 
of time equivalent to the longest period the 
shellfish might be expected to be in transit from 
harvesting to consumption, except that the ex- 
periment should terminate when inspection and 
other tests indicate that the shellfish have de- 
teriorated to the extent that they are unsuitable 
for human consumption. 


Pollution 


Pollution of the shellfish was accomplished 
by immersing the shellfish in a wooden aqua- 
rium containing séa water to which had been 
added a sufficient quantity of suspensions of 
E. coli and S. schottmuelleri to produce a bac- 
terial density in the water of approximately 
10,000 and 1,000 per 100 milliliters, respec- 
tively. The shellfish were allowed to remain in 
this water for a period of 614 to 8 hours in or- 
der to effect the accumulation of the maximum 


Table 1. Survival of Escherichia coli and Sal- 
monella schottmuelleri in shell oysters 


E. coli S. schottmueller 
(MPN per 100 ml.) | (MPN per 100 ml.) 
Days of = 
storage 
Experi- Experi- | Experi- Experi- 
ment 1 ment 2 ment 1 ment 2 
| 
6, 000 4, 400 | 160 520 
Boca = 3, 500 3, 800 | 130 820 
1, 400 3, 100 | 270 960 
nate 2, 400 4, 900 | 190 660 
2, 200 |...-- 500 
28... x 420 
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Figure 1. Survival of Escherichia coli and Salmonella schottmuelleri in shell oysters. 
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amounts of the polluting bacteria. At the end 
of that time, the shellfish were transferred to 
watertight metal containers for storage. 


Storage 


- 


Refrigerated storage of the shellfish was con- 
ducted in a household type refrigerator, which 
had been adjusted to maintain a temperature of 
approximately 40° F. (5° C.). The tempera- 
ture of the refrigerator during the storage pe- 
riod ranged between 33.6° F. and 48° F. 

The soft clams were also stored at a warmer 
temperature, in an attempt to simulate condi- 
tions normally present in commercial handling. 
Storage at a temperature of 66° F. (19° C.) was 
considered to be most representative of condi- 
tions prevailing in the marketing areas where 
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clams are handled. Storage at this temper- 
ature was conducted in a bacteriological incu- 
bator adjusted to maintain the desired temper- 
ature. 


Bacteriological Methods 


Quantitative estimation of bacterial densi- 
ties was conducted by the dilution method in 
which at least 4 decimal dilutions—5 tubes for 
each dilution—were used. 

The method for enumerating S. schottmue/- 
Jeri involved enrichment in tetrathionate broth 
or selenite F broth, with isolation of typical 
colonies from brilliant green agar or bismuth 
sulfite agar. The test was completed by con- 
firmation on Russell’s double sugar agar, with 
occasional confirmation serologically using 
salmonella group B antiserum. 


1207 


| 
ye 
| 
h 
e 
n 
a 
Ne \ 
\ 
e 
| | 
1 | 
f 
10 
| 
3 


The test for enumerating /. coli consisted 
of preliminary plantings of decimal dilutions 
in lactose broth, with confirmation in brilliant 
green lactose bile broth. 

Results of tests for both organisms were ex- 
pressed as most probable numbers per 100 mil- 
liliters according to Hoskins tables (8). 


Results 


The results obtained in two experiments on 
storage of shell oysters are shown in table 1. 
In order to absorb variations in results in- 
herent in the MPN method of enumeration, the 
data are presented as 3-day logarithmic mov- 
ing averages of the observed values. 

In experiment 1, where the shell oysters were 
stored for a period of 22 days, it was found 
that the numbers of /. co// reduced throughout 
the entire period of storage, but little, if any, 
reduction in S. schottmuelleri was observed. 

In experiment 2, which is illustrated in figure 
1, storage was continued for a longer period— 
49 days. The reduction in the numbers of the 
two test organisms was more nearly parallel, 
particularly after the fifth day of storage. 
Both Salmonella organisms and co/i were re- 
covered in significant numbers at the end of the 
period of storage. 


We observed little, if any, deterioration of 
the oysters. Some dehydration of the meats 
did occur, owing to storage under dry condi- 
tions, but the oysters were still in salable con- 
dition at the end of the storage periods of 22 
and 54 days. 

Two series of experiments, two experiments 
each, were conducted on soft clams; one series 
was conducted during cold weather, in January 
and February, and the other in April and May 
during more moderate weather. The results 
of these experiments are shown in table 2. 

Our comparison of results obtained on re- 
frigerated clams in experiments 3 and 4 indi- 
cates a similar rate of decline in numbers of 
both F. coli and S. schottmuelleri. The re- 


_ duction of /. coli in the two experiments was 


not influenced by a more than tenfold difference 
in initial concentrations. 

In experiments 5 and 6, similar results were 
obtained during the first 10 days of storage. 
However, at the end of that period, particu- 
larly in experiment 5, the clams had deteri- 
orated to a point where they could not be con- 
sidered suitable for human consumption. In 
experiment 5, samples which were examined for 
2 days after that time showed an increase in 
numbers of S. schottmuelleri but a slight de- 


Table 2. Survival of Escherichia coli and Salmonella schottmuelleri in soft clams 


E. coli S. schottmuelleri 
| (MPN per 100 ml.) (MPN per 100 ml.) 
of 
Storage temperature storage aan 
Experi- Experi- | Experi- Experi- Experi- Experi- Experi- | Experi- 
ment ment ment 5 | ment 6 ment 3 ment 4 ment 5 | ment 6 
1 36,000 2,700 17,000 16,000 2,400 1,500 4,800; 3,300 
2 40, 000 2,700 15,000 19, 000 2, 200 1, 400 3, 600 | 2, 400 
34 32, 000 1,100 15,000 26, 000 1, 600 800 3,000 ~=1, 900 
510 | 15,000 20,000 _______- 500 2,700 | 700 
5 19, 000 370 =13, 000 =12, 000 1, 400 500 000 2, 000 
40° F. 6 16, 000 900 11,000 7, 700 900 70 «3, 5001, 300 
7 12,000 1,600 12,000 7, 700 850 760 3,800 100 
8 12,000 1, 200 7,000 |...-... 560 510 
13, 000 530 6,000 7, 700 640 450 000 600 
10 14, 000 450 | 4,200 |.....-.-.- 380 260.; 1,300 |....-.-.- 
11 10, 000 760 4,900 4,500 380 270 1, 900 260 
12 | 7,200 860 3,800 2,700 330 210 2,500 82 
1 20,000 3,000 16,000 20, 000 1, 500 1,100 2,900 2, 700 
2 13, 000 1,400 9,900 21,000 1,000 690 2, 800 1, 600 
66° F. (19° ©.) 3. «8, 900 710 =9,900 17,000 730 320 2, 800 1, 100 
330 | 6,200 | 17,000 240 =2, 800 2, 200 
5 5, 500 330 | 4,600 |__._.--- 310 240 | 2,100 |..... ‘ical 
6 9, 700 520 | 3,900 |...-....- 130 
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Figure 2. Survival of Escherichia coli and Salmonella schottmuelleri in soft clams. 
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A summarization of results of all soft clam 
storage tests is shown in figure 2. The data 
are presented as a-series of 3-day logarithmic 
moving averages of all observations on similar 
days of storage. The results show a reduction 
continuing at a rate throughout the entire stor- 
age period which is quite similar for the two 
test organisms. S. schottmuelleri were recov- 
ered in significant numbers after the clams had 
been stored for 12 days. 

The influence of storage at a warmer tempera- 
ture (66° F.) is also presented in table 2 and 
figure 2. Reduction of both Z. coli and S. 
schottmuelleri was similar to that during the 
same period of storage in the refrigerator. 
However, after 5 days of storage at the warmer 
temperatures, the clams deteriorated to an un- 
salable condition. Many of the animals were 
gaping and had lost their shell liquor, and in 
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DAYS STORAGE 


some instances, definite spoilage had started. 
It was therefore considered that observations 
made at the end of 5 days could not be inter- 
preted the same as those under conditions which 
might normally occur in marketable shellfish. 
In some instances, a sharp de. line in the num- 
bers of both organisms occurrel; and in others, 
we observed multiplication of either or both. 
Reduction of S. schottmuelleri and E£. coli dur- 
ing the significant portion of the storage period 
was generally parallel. 


Summary and Conclusions 


The observed survival of Salmonella schott- 
muelleri in shell oysters was similar to that of 
Salmonella typhosa reported by other investi- 
gators. The work of Kinyoun (9), Krumweide 
and associates (10), and Tonney and White 
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(11) indicates survival of S. typhosa for 15 to 60 
days in shell stock. The results obtained in the 
experiments conducted by us at the Public 
Health Service Shellfish Sanitation Laboratory 
at. Woods Hole, Mass., indicate that S. schott- 
muelleri persists at least as long as E’scherichia 
coli, but the rate of reduction of 8S. schott- 
muellerit during the usual period of storage is 
not as great as that of Z’. coli. 

The reduction of both organisms in stored 
soft clams proceeded much in a parallel fashion. 
The rate of reduction at a moderate tempera- 
ture (66° F.) was generally similar to that at 
refrigeration temperature (40° F.) during the 
same period of storage. 

Both £. coli and S. schottmuelleri survived in 
shell oysters and soft clams which were stored 
for a period of time at least as long as the shell- 
fish might be in transit from the point of har- 
vesting to consumption. 

There was little evidence of multiplication 
of either £’.. coli or S. schottmuelleri in animals 
that could be considered in marketable condi- 
tion. Increase in both organisms, on some occa- 
sions in the same lot of shellfish, occurred on 
prolonged storage. 
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The Use of Hospital Data 
In Studying the Association 
Between a Characteristic 


And a Disease 


By Artuur S. Kraus, MLS. 


HEN STUDYING the possible associ- 

ation between a characteristic and a 
disease, it is common practice to compare a 
group of hospital patients suffering from the 
disease with a control group in the same hos- 
pital suffering from other diseases. The objec- 
tive is to find the proportion of each group 
possessing the characteristic in question. The 
control group is usually limited to diseases that 
can reasonably be assumed to have no relation- 
ship with the characteristic. When the char- 
acteristic occurs significantly more often in the 
hospital group with the disease in question, it 
is concluded that the characteristic is associated 
with the disease. 

The current conclusion that cigarette smok- 
ing is associated with lung cancer rests largely 
on this type of evidence from hospital data. 

Berkson (7) has discussed the hazards in 
using such hospital data to reach general con- 
clusions. White (2) has more recently dis- 
cussed a wide range of sampling problems in 
medical research, including those involved in 
hospital samples. While these authors have 
correctly indicated the need for caution when 
drawing conclusions from hospital samples, 
there may exist at present an oversuspicious- 
ness regarding all conclusions based primarily 
on hospital data. The study of hospital groups 


Mr. Kraus is a biostatistician with the New York 
State Department of Health. 
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is usually the most convenient and often the 
only way to obtain information pertinent to 
the problem under consideration. This paper 
indicates some of the circumstances under 
which valid conclusions can be drawn from hos- 
pital data. 


If the Characteristic Is a Disease 


Berkson illustrated the problem with a hypo- 
thetical example dealing with the possible role 
of cholecystic disease as a causative or aggravat- 
ing agent in diabetes. Hospital diabetes cases 


. Were compared with hospital cases with refrac- 


tive errors (the control group), regarding the 
proportion with active cholecystic disease. He 
showed that an apparent. association between 
diabetes and active cholecystic disease could be 
found when no such association existed in the 
population as a whole, because of the ordinary 
compounding of the independent probabilities 
that individuals with each of the three diseases 
would come to a hospital. Spurious correla- 
tions would be especially likely if the proba- 
bility of a diabetes case coming to a hospital dif- 
fered considerably from the probability of a 
refractive error case coming to a hospital. 
However, the risk of spurious correlations was 
great in this problem primarily because the 
characteristic under study, cholecystic disease, 
was itself an active disease with a fairly high 
probability of bringing those who have it to a 
hospital. LTagree with Berkson and with White 
that in a study of the possible relationship be- 
tween one active disease and another active dis- 
ease, each with a fairly high probability of 
bringing cases to a hospital, there is a consider- 
able risk of finding a spurious correlation 
among hospital series of cases. 


If the Characteristic Is Not a Disease 


Let us consider the more frequent class of 
problems in which the characteristic under 
study is not an active disease with a sympto- 
matology that is likely to bring those who have 
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it to a hospital. The possible association be- 
tween the characteristic, smoking, and lung can- 
cer or between the characteristic, physician, and 
heart disease are examples. 

In the lung cancer problem, we want to know 
if the prevalence rate of lung cancer is signifi- 
cantly higher among smokers than among non- 
smokers of comparable age and_ residence. 
Owing to the difficulties of following healthy 
smokers and nonsmokers until enough get lung 
‘ancer to permit a conclusion to be drawn, the 
problem is first approached by asking what pro- 
portion of lung cancer cases smoke in compari- 
son to the rest of the population of comparable 
age. Cornfield (3) has shown that if the pro- 
portion of smokers among lung cancer cases is 
higher than among the rest of the population, it 
follows that the lung cancer prevalence rate 
among smokers is higher than among non- 
smokers. 

Because of the difficulties in obtaining for in- 
terview nonliospital lung cancer cases, or non- 
diseased controls of comparable age and resi- 
dence, a hospital sample of lung cancer cases 
and a hospital control group is usually involved 
in the study. A number of such studies have 
shown a significantly higher proportion of 
smokers among lung cancer cases than among 
controls, no matter what disease groups were in- 
cluded in the control. The question arises as 
to whether the probabilities of lung cancer cases 
or of smokers coming to a hospital are such as 
to cause a spurious correlation among hospital 
groups, when no such correlation exists in the 
population, 

Let us assume that for a population of 1 mil- 
lion table 1 represents the true proportion of 
smokers and of lung cancer cases, with no asso- 
ciation between the two. If smoking does not 


| 


= 


Table 1. Lung cancer and smoking in popula- 
tion X 
= 
Lung cancer cases __| 600 400, 1, 000. 60 
Rest of population _/599, 400 399, 600, 999, C00. 60 
600, 000 400, 000 1,000,000 60 
| 
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influence the chance of a person being in a hos- 
pital, then hospital data will show the same 
relationship between lung eancer and smoking 
that exists in the population, as Berkson and 
White have both pointed out. Table 2 illus- 
trates this situation, under the assumptions 
that 50 percent of the lung cancer population 
is hospitalized at a given time and that 0.5 per- 
cent of both the smoking and nonsmoking popu- 
lation with no lung cancer is hospitalized at a 
given time for a set of diseases obviously unre- 
lated to smoking and thus suitable for a control 
group. 


Table 2. Lung cancer and smoking in hospitals 
serving population X 

| D | 

| | Be | 5 

3&3 

Lung cancer cases_____ ~~ 300 200 500, 60 
Control 2, 1, 998} 4, 995) 60 
3, 2, 198) 5, 495 60 


In table 2, the relationship between lung can- 
cer and smoking in a hospital group is the same 
as in the population of table 1, namely, there is 
no correlation. The important point is that our 
assumption that smoking per se does not change 
the probability of hospitalization is most prob- 
ably correct. In Berkson’s illustration, chole- 
cystic disease itself was likely to bring a person 
toa hospital. He assumed that even if diabetes 
were unrelated etiologically to cholecystic 
disease a person who had both cholecystic dis- 
ease and diabetes would have a greater chance 
of hospitalization than one who had diabetes 
alone and similarly for a person with both 
cholecystic disease and refractive errors. This 
assumption, which resulted in the possibility of 
spurious associations in hospital data, is un- 
tested and may or may not be true. However, 
the probability of hospitalization for a smoker 
with lung cancer is based on the nature of his 
disease and not on his habits of life. Thus, he 
should have the same chance of hospitalization 
as a nonsmoker, of comparable age and eco- 
nomic status, with the same kind of lung 
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cancer. Similarly, a smoker with a control 
disease has the same chance of coming to the 
hospital as a nonsmoker with the same disease. 

Smoking may be etiological in various dis- 
eases. However, whether it is etiological for 
a certain disease or not, smoking adds nothing 
to the probability of hospitalization for a per- 
son with such a disease, and it certainly doesn’t 
cause a person without disease to come to a hos- 
pital. Smoking thus belongs in the category 
of characteristics which have no probability by 
themselves of hospitalizing a person. Thus 
hospital data will not show any spurious cor- 
relations involving smoking, where none actu- 
ally exist. Similarly, it would appear that any 
other characteristic which is not itself a disease 
condition, such as occupation, diet, physical 
activity, and habits of life can be studied for 
etiological significance in particular diseases, 
using hospital data, without the risk of spurious 
correlations of the type illustrated by Berkson. 
This is the type of characteristic under study in 
a large part of chronic disease research. 


if Characteristic Is Related to Control 


If we mistakenly include in the control group 
of diseases in the hospital sample a disease 
which has an unsuspected etiological relation- 
ship to the characteristic under study, we will 
tend to decrease the chance of demonstrating a 
positive correlation between the characteristic 
and the disease we are studying, when such an 
association actually exists. This is illustrated 
in tables 3 and 4. Table 3 represents a popula- 
tion with a true association between smoking 


Table 3. Lung cancer and smoking in popula- 
tion Y 
| te 
26 
= 
| g iS | © | S& 
| “4 Bs a 
| 
Lung cancer cases 800) 200 +=1,000 80. 00 
Rest of population_|599, 400 399, 600.999, 000) 60. 00 
ae 600, 200 399, 800 1,000,000, 60. 02 


Prevalence of lung | | 
cancer (per 100,- | 
000 population. _| 133.3 
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Table 4. Lung cancer and smoking in hospitals 
serving population Y 


792! 2, 098) 10,890! 80.7 


D - 
25] | ge 
| & | 
| 
Lung cancer cases__ i 400, 100; 500) 80.0 
Control] cases_- 8, 392 1, 998/10, 390) 80.8 


Total__- 


and lung cancer. In table 4, it has been assumed 
that 1.4 percent of non-lung-cancer smokers in 
population Y are hospitalized for the diseases 
included in the control group, while only 0.5 
percent of the non-lung-cancer nonsmokers are 
hospitalized with these diseases. This differ- 
ence is due only to a higher prevalence rate of 
the control diseases among smokers, and not 
to smoking increasing the chance that an indi- 
vidual with one of these diseases will enter a 
hospital. It is still assumed that 50 percent of 
all lung cancer cases are hospitalized. By as- 
suming that the ratio of hospital prevalence of 
the control diseases among smokers compared 
to nonsmokers was as high as the ratio of hos- 
pital prevalence of lung cancer among smokers 
compared to nonsmokers, we were able to com- 
pletely obscure in the hospital sample the true 
association of lung cancer with smoking that 
pertained in the population. Inclusion in the 
control of one or two important diseases with 
some true but unsuspected association with 
smoking might thus make a true association 
between lung cancer and smoking appear sta- 
tistically insignificant in a hospital study. 
However, it would seem that in studying the 
association of smoking and lung cancer in hos- 
pital samples, the inclusion of diseases in the 
control which had an unsuspected relationship 
to smoking could cause error in one direction 
only. <A true association between lung cancer 
and smoking might be obscured, but a spurious 
positive correlation should not appear if no true 
correlation exists. Smoking should have either 
no etiological significance or a positive etiologi- 
cal significance for any disease in the hospital 
control group, but it could hardly be expected 
to provide specific protection against any of the 
important diseases in that group. Therefore, 
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the finding of repeated significant associations teristic and the disease under study might 
between smoking and lung cancer in hospital appear in the hospital sample. 

studies indicates a true association in the popu- ° 

lation, regardless of the composition of the con- 


trol groups used in the hospital studies. When aaa 

studying the possible etiological relationship (1) Berkson, J.: Limitations of the application of 
between some other characteristic and some fourfold table analysis to hospital data. 
other disease, by the use of hospital samples, 

one should be sure that the characteristic is not (2) 
suspected of being he protective agent against (3) Cornfield, J.: A method of estimating comparative 
any of the diseases included in the control. If sates Gate. 3. Yet, Cancer Best. 
it is, a spurious association between the charac- 11: 1269-1276 (1951). 


Immunization Information for International Travel 


Persons planning cruises, including world cruises, touching the 

yellow fever infected countries, Trinidad, Venezuela, Colombia, and 

- Honduras, are reminded by the Division of Foreign Quarantine of 
the Public Health Service of the necessity of possessing a valid yellow 
fever certificate. A valid certificate will be required at the next port 
of call from anyone who has touched any of these countries. In addi- 
tion, anyone expecting to stay in any part of Central America should 
have a yellow fever vaccination for his own protection. 

The yellow fever vaccination requirements are presently being 
strictly enforced in all Caribbean area ports on account of the ap- 
pearance of yellow fever in many places where it had not been heard 
of for over 20 years. They are also strictly enforced by the Union 
of South Africa, Egypt, India, and Pakistan. 

Travelers coming directly from the United States can enter some, 
but not all, yellow fever infected areas without presenting a yellow 
fever vaccination certificate, but usually they cannot leave again with- 
out receiving yellow fever vaccination. Presentation of a valid cer- 
tificate is compulsory for departure from Trinidad and Colombia, and 
probably also from certain ports of Venezuela. 

A yellow fever vaccination certificate does not become valid until 
10 days after vaccination (in India and Pakistan, after 12 days). 
The certificate isevalid for 6 years, except in Curacao, Aruba, and 
other Dutch possessions, where it is valid for only 4 years. 
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Clinical Resources in Small Hospitals 


In order to determine whether small hospitals 
can provide a variety of experiences for student 
nurses, the Division of Nursing Resources of 
the Public Health Service designed a method 
for collecting data on discharge diagnoses and 
classifying them according to the similarity of 
nursing problems they present. This method 
is described and results of its field trial are 
reported in Public Health Monograph No. 24. 

There is much of value for student nurses in 
receiving part of their experience in small hos- 
pitals. The contacts between the student nurses 
and the personnel of small hospitals are helpful 
to the clinical instructors in the nurses’ home 
hospital. Through the student nurses, the clini- 
cal instructors have opportunity to establish 
relationships with patients’ families and with 
community agencies and organizations. The 
small hospital also offers the student experience 
which is similar to that which she will find in 
a large number of the hospitals in which she 
may practice later as a graduate nurse, since 
at least 66 percent of the general hospitals in 
the United States have an average daily patient 
census of 100 or less. 

The method used in this study consists of 
collecting diagnoses of patients discharged 
from hospitals, classifying the diagnoses by 
similarity of nursing problems, and comparing 
by statistical analyses the nursing problems of 
patients in small versus large hospitals to deter- 
mine the value of small-hospital student expe- 
rience. 

The method of classifying the many different 
discharge diagnoses according to nursing prob- 
lems consists of placing diagnoses together in 
a group when the following conditions are 
similar: (a) the major physical needs of the 
patient; (2) emotional problems, such as anxi- 
ety, depression states, and adjustment situa- 
tions; and (c) rehabilitative measures involved 
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in the therapeutic plan. When a diagnostic 
condition presents nursing problems similar to 
those of one of the diagnostic groups, but the 
disease syndrome is especially important for the 
student to recognize, the condition is placed in a 


separate diagnostic group. 
This method was tested in a pilot study in 


f 


No. 24 


The accompanying summary covers the 
principal findings presented in Public Health 
Monograph No. 24, published concurrently 
with this issue of Public Health Reports. The 
authors are with the Division of Nursing Re- 
sources of the Public Health Service. 

Readers wishing the data in full may pur- 
chase copies from the Superintendent of Docu- 
ments, Government Printing Office. A lim- 
ited number of free copies are available to 
official agencies and others directly concerned 
on specific request to the Public Inquiries 
Branch of the Public Health Service. Copies 
will be found also in the libraries of profes- 
sional schools and the major universities and 
in selected public libraries. 


Abdellah, Faye G., and Levine, Eugene: 
Appraising the clinical resources in sma 
hospitals. Public Health Monograph No. 
24 (Public Health 1X: Publication No. 


389). 39 pa Government Print- 
ing Office, D. C., 1954. 
Price 30 cents. 
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Virginia. Thirty general hospitals of various 
sizes were included. The discharge diagnoses 
of patients discharged over a 4-day period were 
collected. This survey yielded a total of 1,915 
discharged patients. Only primary diagnoses 
were used for classifying the diagnoses of these 
patients into 58 different nursing problem 
groups. Analyses of these groups showed that 
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The Living Waters 


Health Service Publication 
1954. 24 pages; illustrated. 


Public 
No. 382. 
15 cents. 


The text of this booklet on the im- 
portance of conservation of water 
through pollutivn control describes 
the evolution of water uses by man, 
how the problem of pollution arose, 
and how the problem can be solved. 
The booklet explains the sources and 
effects of pollution, how sewage 
treatment plants work, and the ne- 
cessity for action against pollution, 
particularly in view of the expected 
population and industrial growth. 

The booklet is designed primarily 
for use in junior and senior high 
schools. Each of the six sections 
concludes with a group of questions 
for discussion, 


Drinking Water 
Disinfection 
A guide for the individual 


Public Health Service Publication 
No. 387, Health Information Series 
No. 74. 1954. 2-fold leaflet; illus- 
trated. $2.50 per 100. 


How travelers, tourists, campers, 
or hikers away from the protection 
of inspected water supplies can pro- 
vide themselves with safe drinking 
water is the subject of this leaflet. 
Such persons are advised to learn 
how to make the water safe to drink 
and to take the time to do so. 

Vigorous boiling of water is rec- 
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ommended as the most positive 
method by which water may be made 
bacterially safe to drink. When boil- 
ing is not feasible, chemical treat- 
ment, if applied with care, also will 
make most water free from bacterial 
contamination. Methods of water 
treatment by iodine, commercial 
hypochlorite solutions, and chloride 
of lime are described. 


Refuse Collection and 
Disposal for the Small 
Community 


A joint study and report of the Pub- 
lic Health Service and the American 
Public Works Association. 1953. 
39 pages; illustrated. Available only 
from the American Public Works 
Association, 1313 East 60th Street, 
Chicago. $2. 


More than 33 million persons in 
the United States live in some 8,400 
urban and rural communities of from 
1,000 to 25,000 population. While 
the trend toward urbanization and 
goncentration has brought many ad- 
vantages, it has also brought prob- 
lems, including those of providing 
sanitary refuse storage, collection, 
and disposal. Surveys have shown 
that many small communities do not 
follow sanitary refuse practices, in 
part because of the belief that ade- 
quate service is too expensive and 
because of lack of information on 
how to establish and operate a sat- 
isfactory system. 


small hospitals in Virginia provide a suitable 
variety of experiences for student nurses. 

The monograph contains a detailed descrip- 
tion of how the diagnoses are grouped according 
to the nursing problems presented and suggests 
the usefulness of the method in studying clini- 
cal resources for selecting student experience 
in other fields besides nursing. 


This publication, prepared jointly 
by the Public Health Service and 
the American Public Works Associa- 
tion, describes certain factors which 
need to be considered in establishing 
sanitary refuse practices, and pre- 
sents representative operational and 
cost data in such manner that these 
data may be interpreted to meet 
local conditions. 

The material contained herein cov- 
ers such points as authorization to 
proceed and definitions of refuse, 
garbage, ashes, and rubbish. Meth- 
ods of storage, collection, and dis- 
posal are described, showing illus- 
trations of various types of collec- 
tion trucks, methods of storage, and 
systems of sanitary landfills. Fi- 
nancing is considered in both text 
and chart form. 

Appendixes include selected refer- 
ences and bibliography, a test solu- 
tion for a town of 2,000 population, 
and suggested ordinances governing 
refuse storage, collection, and dis- 


posal. 
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Social Class Variations in Mortality 


By W. P. D. LOGAN, M.D., Ph.D., D.P.H. 


A ANALYSIS of mortality in England 
and Wales in 1950 in what are customarily 
called the Registrar General’s social classes has 
just been completed. The basic unit of the 
social class grouping is the occupational group. 
Every occupation in the country, of which there 
are many thousands, is assignable to one or an- 
other of 586 occupational unit groups. These 
586 occupational groups are each assigned as a 
whole to one or another of 5 social classes, on 
the basis of the predominant characteristics of 
the majority of the persons in the unit group. 
The social class grouping is thus not a classifica- 
tion of- individuals, and in assigning an indi- 
vidual to the appropriate social class no account 
is taken of personal circumstances other than 
occupation. Once the occupation of the in- 
dividual has been established, the social class 
grading follows automatically. 

In the 1951 census, 3.3 percent of the men 
aged 15 years and over were in social class I 
(professional occupations), and 15.0 percent 
were in class II (intermediate occupations) ; 
52.7 percent were in class IIT (skilled oceupa- 
tions) ; 16.2 percent were in class IV (partly 
skilled occupations) ; and 12.8 percent were in 
class V (unskilled occupations). 


Dr. Logan, medical statistician of the General Reg- 
ister Office of England and Wales, London, pre- 
sented the full text of this summary report at the 
World Population Conference in Rome, August 30- 
September 10, 1954. The full text has also been 
published in the British Journal of Preventive and 
Social Medicine, vol. 8, No. 3, July 1954. 
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Development of Social Class Studies 

In the same way that the social classes are con- 
structed on the basis of an occupational classi- 
fication, the study of social class mortality var- 
jations is a development from the study of 
mortality in individual occupational groups. 
It is just over 100 years since the first official 
study of occupational mortality in England 
and Wales was undertaken. This was an 
analysis of deaths from all causes in 1851 in 
several hundred occupations, related to the pop- 
ulations of these occupations as determined by 
the 1851 census (7). Similar studies were made 
of deaths in 1860-61 in relation to the 1861 
census, and thereafter, at 10-year intervals, in 
and around each successive census year, stand- 
ardized death rates having been introduced to 
allow for differences in the age structure of dif- 
ferent occupations and separate causes of death 
studied. 

In 1910-12, the occupational mortality 
analysis distinguished 132 occupational groups 
and 27 causes of death at ages 25-64 (2). In 
this analysis, and also in a study of infant 
mortality in 1911 (3), the various occupations 
were for the first time grouped together into 
social classes, of which on this occasion there 
were 8, the first 5 having been graded in much 
the same way as described above. 

In 1921-23 (4), deaths were tabulated for 40 
causes in 164 occupational groups, the occupa- 
tional classification having been considerably 
improved and made more properly occupational 
as distinct from industrial, as it had previously 
tended to be. Five social classes only were dis- 
tinguished ; classes VI to VIII of the previous 
classification were merged with the others (5). 
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The last previous occupational mortality 
analysis was made for the years 1930-82 (6). 
For men, this was on the same lines as before 
but with further increase in the detail of causes 
of death and of occupations. A very important 
innovation at that time was the study of the 
mortality of single women classified by their 
own occupations, and of married women classi- 
fied by occupation of husband. There are some 
special difficulties in studying the occupational 
mortality of single women. For example, 
many are unoccupied or are only transitorily 
in employment, and it was because of these 
difficulties that they had not previously been 
included. I would not like to claim that their 
inclusion in 1930-82 has really got us very far. 

Analyzing the mortality of married women 
according to husband’s occupation was, how- 
ever,a great step forward. It has allowed com- 
parison between the mortality of men in partic- 
ular occupations and of their wives, who gen- 
erally share the same socioenvironmental cir- 
cumstances as their husbands but are not 
usually exposed to the husbands’ occupational 
hazards or disadvantages. It thus became pos- 
sible in 1930-32 to begin to distinguish between 
mortality risks that were primarily of occupa- 
tional origin (though not necessarily due to 
direct occupational hazards) and those arising 
rather from the socioeconomic environments in 
which people in various kinds of occupations 
tend to live (7). 


Limitations of This Method 


There are well-recognized limitations in the 
study of occupational mortality and, to a less 
extent, of social class mortality, by the method 
traditionally employed. This method depends 
on the relating of occupational fnformation ob- 
tained at death registration to occupational 
information derived from the census. These 
limitations have been discussed in great detail 
in the various official reports, and I shall only 
mention two. 

One type of error can arise from differences 
between the oecupational description given by 
an individual himself on the census schedule and 
that given by a relative when registering the 
person’s death. The individual probably knows 
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best what his occupation really is but may not 
describe it properly or in sufficient detail on the 
census schedule, whereas at death registration 
the registrar is in a position to elicit details, 
including information about the previous occu- 
pation of a retired person, but occasionally the 
informant may not have sufficient knowledge to 
provide the information accurately. 

A different type of difficulty arises in attempt- 
ing to interpret the recorded mortality rates; 
it then becomes necessary to consider the extent 
to which an apparently high or low mortality 
rate recorded for an occupation may be due to 
physically or medically selective recruitment or 
discharge. An occupation such as the police 
may recruit only the physically fit, whereas 
other types of occupations may attract or be- 
come the refuge of invalids or persons of poor 
physique. The recorded mortality rates for 
such occupations might reflect the type of peo- 
ple engaged therein more than the risks of the 
occupation itself. Furthermore, the recorded 
mortality rate of a dangerous or of a physically 
onerous occupation may be understated owing 
to persons in failing health transferring to a 
less exacting job sometime before they die. 


The 1950 Analysis 


The latest England and Wales analysis deals 
with deaths in 1950 (8) related to the 1951 
census 1-percent sample results. It constitutes 
a preliminary and much restricted survey of 
what we may expect to find in the full analysis 
which will shortly be commenced and which 
will cover deaths in the 5 years, 1949-53, proba- 
bly in greater detail than ever for occupations 
and for causes of death. But, as this full anal- 
ysis will not be completed for several years, and 
as it is now more than 20 years since the last 
one was made, it seemed desirable to take advan- 
tage of the opportunity offered by the 1-percent 
sample population data by preparing some ad- 
vance tabulations, deliberately limited to the 
main social classes, and some major divisions of 
these, and to a few of the most important causes 
of death. 

The accompanying chart compares the stand- 
ardized mortality ratios of men aged 20-64 in 
the 5 social classes in 1950 with those recorded 
in 1921-23 and 1930-32. The same comparison 
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Standardized Mortality Ratios By Social Class: England And Wales 


STANDARDIZED MORTALITY RATIO 
(Average for all classes by sex in each period= 100) 
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| | | | 
MARRIED WOMEN, AGED 20-64 years? 


“According to social class of husband. 


SOCIAL CLASSES 


= Professional-I 
Intermediate- II 
Skilled- II 
Semiskilled- IZ 
Unskilled-¥ 


2Data for women not available. 


is made for married women for 1950 with 1930- 
32. The standardized mortality ratio is the 
number of deaths of men or the number of 
deaths of women, classed to a particular occu- 
pational or social group, expressed as a percent- 
age of the number that would have occurred 
if the group had experienced at each separate 
age the death rates of all groups of men (or 
women) of corresponding age. In other words, 
the standardized mortality ratio is an age- 
standardized occupational mortality index 
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which shows how far the mortality of a particu- 
lar occupation or social class differs from the 
general average. 

In 1921-23 and 1930-32, there was an unin- 
terrupted upward gradient of mortality from 
social class I (professional) to social class V 
(unskilled). In 1950, the gradient was much 
less regular, the lowest ratios being given by 
social classes II and IV. All kinds of sugges- 
tions might be made to explain this departure 
in 1950 from the former regular gradient. But 
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remembering that the ratios have been caleu- ried women has alse become less regular in 1950 
lated on the number of deaths for only 1 year, — than it was in 1930-32, the only previous occa- 
as numerator, and on a 1-percent census sample, sion on which this group’ has been studied. 
as denominator, it would be advisable to await | However, only social class II was out of step; 
more comprehensive figures before exploring the others increased from class I to V. 

the various possibilities in detail. However, 
] find it difficult to believe that the irregular 


Individual Causes of Death 
trend can have arisen only as a result of random 


fluctuation in the figures. Mortality from more than 30 causes of death 
The social class mortality gradient for mar- has been tabulated for 1950, and table 1 shows 


Table 1. Standardized mortality ratios by cause and social class for men and married women 
aged 20-64 years: England and Wales, for specified time periods 


| Men Married women 
Cause of death and year Social class’ | Social class 
| | | } 
| | m{ ivi v Ij) u ive vy 
| 
All causes: > | | | | 
$2) 9 | 101) 125! | @) | 
97 86 102 94 118 96 | 84 101 104 117 
Respiratory tuberculosis: | 
49 81 95 97 | 137 (?) (?) 
61| 70| 100| 104/ 52| 67| 106| 132 
64} 62) 103) 95 | 149| 43| 104| 107) 166 
Cancer of stomach: 
3 59 3 84 398 | 3108 | 3 124 54 78 104 104 121 
57 67 100 | 114 132 7 #101 106 138 
Cancer of lung | 
100, 109 97 79 | 124 (1) (1) (1) (1) 
| 107 | 95 100 92 114 95 100 108 81 | 94 
| 80; 79 108 89 | 116 120 94 104 96 91 
Cancer of breast | | 
| (4) (*) (4) | (A) 136 | 116) 103 84 82 
(4) (*) (4) | 144 100 106 76 97 
Cancer of cervix uteri: | 
xO) | | | ® | ® | 69| 98) 109) 150 
Leukemia: 
153 125 96 94 | 85 | 167 118 107 76 76 
158 101 107 81 88 145 | 73 110 91 95 
Coronary heart disease | 
3 237 | 3 148 | 395 366 | 367 | 157 126 93 85 88 
150) 110) 104) 79 89) 92 93 101 | 100 108 
Myocardial degeneration: 
e--| 377 | 392] 294 | 2105 | 122 54 75 | 99 110 129 
67 82 | 97 98 | 137 66 67 | 98 120 134 
Bronchitis: | | 
a 31 | 57 | 91 1244 156 | 27 56 99 119 155 
33 53 | 97 103 172 | 33 48 100 180 152 
Diabetes mellitus 
| fee] 95 | 82 | 69 56 89 104 108 106 
| #67 97 | 97 | 91 | 108 | 56 88 98 109 117 
| | | | | 


1 1 Data not available. 2 I ncludes enophague. 3 Ages 35-64 years only. ‘4 Data not applicable. 


Nore. All social classes=100 in each specified grou Social class of married women grouped according to 
husband’s occupation. Ratios based on less than 50 deat 4 are italicized. Social class groupings: I—professional, 
Il—intermediate, III—skilled, 1V—semiskilled, V—unskilled occupations. 

Source: See reference 8. 
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how the results for a few of these causes com- 
pare with earlier findings. Ratios calculated 
upon less than 50 actual deaths are italicized to 
indicate that their significance is uncertain. 

Respiratory tuberculosis. For men aged 20- 
64, the steeply rising gradient from social class 
I to V seen in 1921-23 and again in 1930-32 has 
been repeated in 1950, but with the ratios for 
classes IT and IV rather lower than those for 
classes I and III, respectively. The gradient 
for married women aged 20-64 has remained 
steep and regular. 

Cancer of stomach. Each of the series of ra- 
tios indicates a regular gradient of increasing 
mortality from social class I to V. The steep- 
ness of gradient has remained unchanged since 
1921-23. 

Cancer of lung. In the two previous anal- 
yses, the evidence for an association between 
cancer of lung and social class was somewhat 
equivocal, but the 1950 figures for men aged 20- 
64 seems fairly definitely to suggest a rising 
gradient from social class Ito V. There are no 
signs, however, of a similar gradient among 
married women. 

Cancer of breast and of cervix uteri. The first 
of these two conditions displays a very definite 
gradient downward from social class 1 to V for 
married women. The second condition displays 
an opposite tendency, with lower mortality 
among the married women of class I and the 
highest mortality in class V. Cancer of these 
two sites is known to be correlated with child- 
bearing. Mortality from cancer of the breast is 
lower and from cancer of the cervix higher 
among women who have borne children than 
among those who have not, the number of chil- 
dren borne being also important. It is likely 
therefore that the much higher fertility of 
classes IV and V over classes I and II goes a 
long way toward explaining the social class 
mortality pattern of these two diseases. 
Whether it is the whole explanation, I cannot 
at present say; it is something that will have to 
be looked into further. 

Leukemia. This is one of the diseases that 
give a fairly definite downward gradient of mor- 
tality from social class I to class V, in both 
sexes, though many of the ratios shown in table 
1 are based on inadequate numbers. Better 
diagnosis in class I than in V may be the ex- 
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planation, in the same way that it may be the 
explanation of the steady increase year by vear 
in the numbers of deaths that are being re- 
corded; on the other hand, it may not. 

Coronary heart disease. In 1930-32, 
tality from this cause was decidedly higher in 
social classes I and II than in classes 1V and V 
in both sexes. In 1950, this gradient is still 
quite evident for men, but for some reason the 
ratios for women aged 20-64 run in the opposite 
direction, that is, upward from class I to V 
instead of downward. What the explanation is 
of this sex difference, I have no idea. To ac- 
count for the male pattern of gradient, the sug- 
gestions that have been made from time to time 
include social class and occupational differences 
in death certificate terminology, in mental 
stress, in dietary habits, and in physical activity. 
My own leaning at present is toward a combina- 
tion of the last two. 

Myocardial degeneration. The mortality 
ratios for this condition among men aged 20-64 
run in the opposite direction to those for 
coronary disease, that is, they are lowest in 
social class I and increase to class V; and the 
gradient for women is the same as for men. 

Bronchitis. This disease gives the steepest 
and most uniform social class mortality gradient 
of all, with mortality at ages 20-64 roughly 
5 times higher in social class V than in class I, 
Clearly, this is something that has to be taken 
into account in any studies of geographic varia- 
tions in the incidence of bronchitis in relation, 
let us say, to climate or to atmospheric pollution. 

Diabetes mellitus. I have included this con- 
dition in order to show that the sex difference 
in the social class mortality gradient observed 
in 1930-32 has remained as evident in 1950, 
For men, mortality is highest in social class I 
and declines toward social class V. In women, 
the gradient runs in the opposite direction. 


mor- 


Stillbirths and Infant Mortality 


The infant mortality rate, as has often been 
pointed out, is a sensitive index of social condi- 
tions, particularly with regard to the post- 
neonatal period, that is, from 4 weeks of age 
up to 1 year, where, as table 2 shows, the death 
rate is persistently 4 times higher in social class 
V than in class I. It is worth noting that in 
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Table 2. Comparative ratios for stillbirth rates, 
neonatal (under 4 weeks) and postneonatal 
(4 weeks to 1 year) mortality rates by social 
class of father: England and Wales, for speci- 

fied time periods 


Ratio and year = 


| I IV 
Stillbirth: 
| 67 9298) 104 110 
75 | 87/99} 109 | 117 
Neonatal mortality: 
| 69 | 83 | 99 108 109 
. ae | 72 | 90 | 97 106 | 108 
2 ee 71 | 90 | 97 109 | 121 
Postneonatal mortality: | 
EES et eee | 33 | 60 | 95 117 | 133 
a oe 35 | 57 | 90 111 | 142 
44 | 54 | 94 124 | 168 
Note: All social classes=100 in each specified 


group. Data for legitimate births only. Ratios com- 
puted from stillbirth rates per 1,000 live births and 
stillbirths combined, and from neonatal and post- 
neonatal mortaljty rates per 1,000 live births. Social 
class groupings: I—professional, II—intermediate, 
II1I—skilled, IV—semiskilled, V—unskilled occupa- 
tions. 


Source: See reference 8. 


spite of the tremendous reduction of infant 
mortality rates during the past 30 years there 
has been absolutely no narrowing of the differ- 
ence between the various social classes, that is, 
no tendency for the gradient to become less 
steep. 

There has likewise been no tendency for the 
social class differences in stillbirth and neonatal 
(under 4 weeks) mortality rates to become less 
inrecent years. The gradient is much less steep 
for stillbirths and neonatal deaths than for 
deaths occurring later in the first year of life. 


Conclusion 


As a postscript to this abridged review of 
occupational and social class mortality varia- 
tions in England and Wales, I should like to 
add a word about the value of this kind of 
analysis. To tabulate one or several years’ 
death by sex, age, occupation, and cause and to 
salculate corresponding mortality rates is a big 
job which could only be justified if the results 
were really worth having and served a useful 
purpose whether for administration or for 
research. On what grounds, then, are these 
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large occupational mortality analyses really 
justifiable ? 

Greenwood (9) certainly thought they were 
justified when he described them as “the most 
raluable single instrument of sociomedical re- 
search our national armory contains.” 

It cannot be claimed that our occupational 
mortality studies have revealed many specific 
industrial hazards that were not already known. 
The sandblasting risk, for instance, was not 
discovered by the revelation in the official mor- 
tality tables that those who followed this occu- 
pation were subject to an exceptionally high 
mortality. In respect of occupations such as 
this which have a well-known special hazard, 
the tabulations have confirmed rather than dis- 
covered the hazard. In addition, however, they 
have allowed comparisons to be made from 
time to time and between one occupation and 
another. 

Sandblasting, we know, is or was dangerous. 
Is it, or was it, more dangerous than hotelkeep- 
ing? In 1930-32, sandblasting was much more 
dangerous. The respective standardized mor- 
tality ratios were 304 and 155. Coal gas 
workers and medical practitioners, who also 
suffer certain occupational risks, had standard- 
ized mortality ratios of 115 and 106, but the 
Anglican clergy, evidently having a less dan- 
gerous occupation, had a standardized mor- 
tality ratio of 69. We are thus given the op- 
portunity of getting different occupations into 
perspective so that the relative risk can be ap- 
praised as between one occupation and another. 

By grouping together occupations that seem 
to enjoy much the same living standards, we 
are able to show that “mortality is influenced 
more by the conditions of life implied by vari- 
ous occupations than by the direct occupational 
risks entailed” (4). This approach to the study 
of mortality variations has been greatly ad- 
vanced by the decision in 1930-32 to take ac- 
count also of the mortality of married women. 

The cynic can of course remark, after it has 
been shown that a disease is closely correlated 
with adverse living conditions, there is little 
more that we can do about it. It is admittedly 
beyond the ordinary powers of physicians to 
transfer their patients from social class V to 
class I and so relieve them of some of their 
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bronchitis, tuberculosis, and myocardial degen- 
eration (although increasing their risk of 
coronary thrombosis in return). But this is 
quite the wrong approach. Having discovered 
that the mortality from a disease is influenced 
to a significant degree by so-called social condi- 
tions, as our next step we should study these 
conditions in the greatest possible detail to de- 
termine precisely by what mechanism the be- 
havior of a disease is different in one group of 
people from that of another, or in what way one 
group is receiving an advantage or a disad- 
vantage that the other group does not have. It 
may even be practicable, with the recognition 
that the risk from a disease is greater in one 
group than in another, to take special precau- 
tions for the individuals within the vulnerable 
group and so reduce their risk. 

A third contribution that these occupational 
and social class mortality studies make is the 
additional information they provide about the 
natural history of disease—their contribution 
to epidemiology and to the application of the 
epidemiological method. The observation that 
coronary disease kills men in professional and 
managerial occupations much more than those 
doitig unskilled work, although not revealing 
the cause or causes of the disease, has at least 
provided some useful leads. Even if the pur- 
suit of such leads does not in fact prove fruitful, 
whenever any hypothesis is propounded about 
the pathogenesis of a disease, that hypothesis, 
to be accepted, must adequately account for at 
least the majority of the already established 
epidemiological features. 
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For reasons such as these, I myself have no 
doubts about the fundamental value of these 
extensive occupational mortality studies as an 
instrument of medical research and, despite 
their various special limitations, I believe that 
these studies will be needed periodically for a 
long time to come. 
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HE HEALTH PROBLEMS of greatest 
significance today are the chronic diseases 
and accidents—in the home, at work, and on the 
highway. Large-scale epidemics, their investi- 
gation, and their control no longer demand the 
major attention of public health workers. 

The extent of chronic diseases, various dis- 
abling conditions, and the economic burden 
which they impose have been thoroughly docu- 
mented by the Committee on Interstate and For- 
eign Commerce of the United States House of 
Representatives (7). Health education and 
health educators will be expected to contribute 
to the reduction of the negative impact of such 
major health problems as heart disease, cancer, 
dental disease, mental illness and other neuro- 
logical disturbances, obesity, accidents, and the 
adjustments necessary to a productive old age. 

The new and unique role of health education 
in helping to meet these problems can perhaps 
be clarified through a review of some of the dif- 
ferences between procedures that have been suc- 
cessful in solving the problems of the acute com- 


Dr. Derryberry is chief, Public Health Education 
Branch, Division of General Health Services, Public 
Health Service. This paper is condensed from one 


read before the American Academy of Physical 
Education, New York, N. Y., April 14, 1954. 


1224 


Today’s Health Problems 
And Health Edueation 


By MAYHEW DERRYBERRY, Ph.D. 


municable diseases and those that are available 
for coping with today’s problems. 


Disease Prevention 


The tools for dealing with the health condi- 
tions of today are not as specific and precise as 
those that have been available for the conta- 
gious diseases. The medical and sanitary sci- 
ences have provided public health workers with 
specific measures for prevention of these dis- 
eases—vaccination, immunization, safe water 
and milk supplies, sanitary sewage disposal, 
and insect vector control. When properly util- 
ized, these measures have protected people from 
the several communicable diseases. But even 
in situations in which individuals do not avail 
themselves of these protective measures and 
contract a given disease, there are antibiotics 
and other chemotherapy agents that are specific 
and effective. No such specifics exist for pre- 
venting the chronic diseases, the degenerative 
conditions of old age, or accidents. 

Medical science has, however, made possible 
the prevention of the more serious consequences 
of many of the chronic diseases. Seegal and his 
co-workers (2) listed 16 chronic diseases which 
medicine can now control by early diagnosis and 
treatment and 35 chronic conditions which are 
subject to partial control. No specific preven- 
tive is available for accidents or obesity other 
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than changes in behavioral patterns. For older 
persons, the only procedures known at present 
to prevent physical and mental deterioration 
are adequate attention to their physical and 
mental health needs and providing them with 
opportunities for activity and usefulness. 
Closely related to the lack of specific and 
precise methods of dealing with the chronic 
diseases is the difference in the manner in which 
these diseases occur. The onset of the chronic 
conditions is much more insidious than was the 
onset of the acute conditions such as the con- 
tagious diseases, from which the patient be- 
‘ame seriously ill in a very short time and 
either recovered quickly or died. Therefore, 
the motivation to act with reference to the 
slowly developing problems of chronic disease 
is not nearly so great as was the motivation to 
act in preventing the contagious diseases. 
Because the onset of a chronic condition is 
gradual, education regarding the accompanying 
physical changes is difficult. Early detection 
of the disease means that the individual must 
either take routine examinations or tests when 
he feels perfectly well, or else he must become 
skilled in detecting in himself slight deviations 
in functioning and seek attention before the 
disease or condition has progressed too far. 


Obstacles to Health Education 


For many reasons, the task of health educa- 

tion, which is normally difficult enough, is made 
much more difficult by the lack of specific pro- 
cedures for preventing today’s ills, as well as by 
the absence of completely effective curative 
measures. Because control procedures are 
vague, the actions which health educators try 
to teach individuals to take to prevent or to 
cure disease are less well defined than were the 
actions necessary to control the contagious dis- 
eases. The relationship between the desirable 
actions and the effective control of chronic dis- 
ease is, by the same token, much less obvious to 
the public eye. 

There are additional difficulties in stimulat- 
ing appropriate individual action to prevent or 
control the chronic diseases. A single action, 
such as being vaccinated or immunized, pro- 
tects a person for a period of time—often for 
a long period of time—whereas the actions 
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which must be taken to prevent further dis- 
ability from a chronic disease often require a 
complete change in the pattern of one’s daily 
living. Changing one’s diet and changing the 
kinds and amounts of physical and mental 
activity permitted require radical readjustment 
in an individual’s life. 

Because it is not possible to define adequately 
the actions persons should take, because these 
actions do not seem to relate directly to pre- 
vention of a condition, and because these actions 
may require radical changes in life, it is ex- 
tremely difficult to effect desirable changes in 
behavior. 

Present day health problems differ from those 
with which public health traditionally has been 
concerned in the amount of individual under- 
standing necessary to prevent and cure the dis- 
eases or to avoid accidents. Avoiding dis- 
ability and death from these causes depends a 
great deal more on individual understanding 
and action than did the prevention of the 
infectious diseases, 

Not every person needs to know about or take 
specific preventive action to be protected from 
a communicable disease. For example, if a 
community through the action of a few of its 
citizens and its government installs a safe water 
supply and sanitary sewage disposal, all mem- 
bers of the community will benefit. The im- 
munization of even a few children in a commu- 
nity affords some protection to the others, for 
each immune child in a population reduces the 
chance of transmission of the disease. God- 
frey (3) in his epidemiological study of diph- 
theria reported that “in only two instances 
known to the writer has a community that had 
attained 30 percent immunization of its under- 
five age suffered even. a moderate 
epidemic.” 

Such community protection is not possible 
with the chronic diseases or accidents. Each 
individual is responsible for taking whatever 
action is necessary if he is to benefit from the 
various measures which medical science has pro- 
vided for preventing or controlling today’s dis- 
eases. Furthermore, not only must the individ- 
ual take the action, but he must do it at an early 
stage of the disease, at a time when the findings 
of medical science will still benefit him. So far 
as accidents are concerned, however, even 
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though he tries to avoid hazards and to take all 
prescribed precautions, he is not always safe un- 
less other people also know what to do and then 
do it. 


The Health Educator's Job 


The differences between the methods for pre- 
vention of acute and of chronic diseases greatly 
increase the scope and difficulty of the health ed- 
ucator’s job. Each person must be reached with 
the educational message in a way that will in- 
sure his response, or else the efforts of health 
workers accomplish nothing. It is not enough 
to produce positive results with a few persons or 
even with the majority. Even approximating 
the achievement of such an all-inclusive goal 
will challenge every resource and all the imagi- 
nation health educators can muster. 

The problems of greatest community health 
significance today affect adults and older per- 
sons much more than did the contagious diseases. 
To be sure, many children suffer from rheu- 
matic fever, diabetes, and some of the other 
chronic conditions, but the majority of the per- 
sons affected by chronic diseases are adults. As 
a rule, it is much easier to convince parents to 
take action for the health of their children than 
it is to convince them to do anything about their 
own health. Furthermore, the fact that health 
education for today’s problems must be an at- 
tempt to effect change in the behavior of older 
adults adds to the complexity of the task ahead. 


Integration of Services 


Coping with today’s problems effectively re- 
quires much more integration of health and re- 
lated services than was necessary in making the 
progress of the past half century, when control 
of the communicable diseases yas primarily a 
medical problem and when the entire responsi- 
bility was often assigned to the public health 
department. Inthe more successful health pro- 
grams, the cooperation of the private physician 
was enlisted and the educational resources of 
the community were employed, but public health 
authorities have usually retained sole responsi- 
bility for preventing the spread of disease. 

On the other hand, controlling the chronic 
(liseases and solving the problems they bring to 
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a family require the integrated efforts of many 
groups. All the medical resources of the com- 
munity must be tapped—its health department, 
private physicians, and hospitals—as well as 
the facilities and services of many other social 
and welfare agencies if individuals with chronic 
dlisease are to be brought back to their maximum 
functioning capacity. Not only must there be 
competent medical diagnosis and treatment, but 
the social, economic, and emotional factors aris- 
ing out of a long-time illness must be consid- 


ered. 

Home care, rehabilitation, retraining, and 
opportunity for employment of the handi- 
capped are among the services needed. These 
are provided by a variety of agencies, all of 
which have shared responsibilities and must 
work together if they are to reduce the chronic 
disease problem. ‘To accomplish the integra- 
tion of these services in the control of the 
chronic diseases requires that workers in the 
various agencies become more efficient in col- 
laborative thinking and in carrying out a co- 
operative program. 

Integration of health and welfare services 
poses two distinct but equally difficult educa- 
tional problems. The first of these concerns in- 
teragency planning and program operation. 
How can the working policies and practices of 
agencies that historically have functioned al- 
most independently be modified to coordinate 
with other agencies for maximum service with- 
out duplication or conflict? Solving this prob- 
lem means education of not only the executives 
and workers of the agencies, but also of mem- 
bers of their boards. Furthermore, the empha- 
sis today on clear-cut lines of administration 
and responsibility, the difficulties involved in 
joint planning, and the disapproval of joint 
program operation by specialists in adminis- 
tration make this problem even more difficult. 
Nevertheless, all who are interested in attack- 
ing successfully today’s problems must contrib- 
ute toward finding more effective ways of in- 
tegrating the necessary skills and services. 

The second educational problem which this 
complex of agency services poses is the likli- 
hood that conflicting advice will be given to the 
public from the several agencies, and the in- 
creased possibility that an individual may be- 
come dissatisfied with one or more of the groups 
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with which he must deal. Such experiences 
make the task of stimulating continued posi- 
tive health action on the part of the individual 
extremely difficult. To the extent that the indi- 
vidual imparts his feelings of dissatisfaction to 
his associates, they will be resistant to taking 
the desirable action suggested by the health 
educator. 

In this connection, educators have a special 
responsibility to sensitize the personnel of 
health and welfare agencies to the educational 
effects of the service experience of an indi- 
vidual, and particularly to the potent influence 
of an unpleasant or unsatisfactory experience. 


Health Education Content Today 


The preceding discussion of educational difli- 
culties in coping with today’s health problems 
emphasizes the challenge with which health 
educators are faced. Let us look at a few im- 
plications of this challenge for educational con- 
tent and method, and for the appropriate places 
to concentrate our effort. 

If the challenge is to be met most of the 
educational efforts must be concentrated upon 
adults outside the classroom where the prob- 
lems may arise. It will not suffice to give stu- 
dents in grade school or even in college a body 
of the latest scientific information and expect 
them to use the information when they reach 
the age when chronic diseases are most preva- 
lent. Such an expectation overlooks an import- 
ant research finding in psychology—we forget 
rapidly information which is not functional in 
our daily lives. 

But even if people did remember everything 
they learned in grade school or college, would 
the latest scientific information of today serve 
as guides to the behavior of students when they 
become older? Certainly, everyone would 
hope not, for, with the dynamic nature of med- 
ical research today, there is every indication 
that many of the tools for dealing with the 
diseases of today will become much more pre- 
cise. If the limited information now available 
were remembered and used by students in later 
life, it might serve as a deterrent to the real 
action the students should take. To illustrate 
this point, here is an exact quotation from one 
of the textbooks of about 40 years ago (4): “A 
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life out of doors all day long, summer and 
winter, has cured many cases [tuberculosis]. 
It is now considered the only cure for the dis- 
ease.” Certainly no one would want people to 
act in terms of that information today. 

What then should be the educational focus? 
Rather than concentrating on imparting an 
organized series of health facts, should the 
major emphasis not be on developing among 
students skill in solving health problems when 
they occur? In every school or college, some 
health situation is constantly arising in which 
individuals or groups must take action for their 
health. All too often, instructors decide upon 
the action to be taken without giving students 
the opportunity to gather information regard- 
ing the problem, to evaluate it, to develop their 
own solution, and to put these solutions into 


operation. 


If, however, students have the experience of 
making the decisions, they will learn how to 
assemble pertinent facts from a variety of 
sources—a far more important achievement 
than that of having acquired an extensive body 
of knowledge about health. They will also 
have an opportunity to develop the ability to 
discriminate between reliable and unreliable 
information. This latter skill is particularly 
important at this time, for with the rapid 
advance of scientific discovery, it is often not 
easy to distinguish research achievement from 
the exorbitant claims of quacks or the over- 
zealous desire for publicity on the part of a 
pseudo-investigator. 

One other aspect of the educational content 
of today’s health problems which should be con- 
sidered is that the action which must be taken 
to deal with present problems frequently con- 
flicts with some of our traditional value systems. 
We have been a pioneering people, more con- 
cerned with advancing our economic welfare 
and that of the country than in the health and 
other hazards encountered in the pioneering 
effort. Asa result, we tend to look with a cer- 
tain amount of disdain upon the person who is 
concerned with avoiding danger, or who exer- 
cises reasonable caution in avoiding crippling 
injuries or disabling disease. Could it be that 
this value system accounts in part for lack of 
concern about the rules of health, dangerous 
conditions around the home, or for the tendency 
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to take unnecessary risks in order to get some- 
where in under-record time? Now that we are 
no longer pioneers in the sense that we do not 
need to take undue physical risks in order to 
progress, should we not consider a change in 
implied approval, if not outright praise, which 
our culture places on those who disregard the 
rules for health and safety? If society frowned 
upon taking unreasonable and unnecessary 
chances, it might be a real stimulus to positive 
action for controlling the ravages of chronic 
diseases and accidents. 

Aging presents another type of cultural prob- 
lem. To provide financial security for indi- 
viduals as they grow old, fairly rigid retirement 
systems have been developed. When these 
systems were being established, they were con- 
sidered a real social advance in that an indi- 
vidual’s support was assured as he reached old 
age. Coupled with these insurance systems 
there gradually disappeared the long-cherished 
cultural pattern of families looking after their 
older members and fitting them into the family 
structure. 

Consequently, there has arisen a tendency to 
set older people aside as they retire. They are 
left without activity and usefulness—literally 
placed on the shelf. We are now coming to 
realize that much of what is popularly called 
senility is really confusion, moodiness, forget- 
fulness, depression, and irritability brought on 
by social isolation and lack of mental stimula- 
tion—with little or no organic deterioration. 

A Norristown, Pa., physician (5) has been 
successfully treating patients with seeming 
senility through individual and group psycho- 
therapy, creative crafts, and recreation, because 
he was convinced that mental decline can be 
postponed. 

It would seem then that our educational task 
in retarding the physiological*and mental de- 
terioration of older persons is to help reorient 
our cultural patterns with respect to them be- 
fore and after retirement and to provide these 
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senior members of our society with educational 
opportunities for developing some of their 
latent talents or realizing some of their avoca- 
tional desires. 


Summary 


Almost unbelievable progress in reducing 
death from the communicable diseases has been 
made in our lifetime. Health education has 
had some small part in helping to bring about 
this achievement. 

Today, we are faced with a host of health 
problems which require individual action if peo- 
ple are to benefit from the findings of scientific 
investigators. Bringing about that action re- 
quires education. The task is made unusually 
difficult because of the insidious nature of the 
chronic diseases, the lack of specific remedies 
that are universally effective, the delayed effect 
of any action individuals may take, the age- 
group which must be influenced, the large 
number of agencies that are involved, and the 
need for modification of some of our cultural 
patterns and value systems. This is the chal- 
lenge to the profession of health education. 
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493 
Children, handicapped, self-understanding for 
702 
Chisholm, Brock: . . . not in any newspapers... 
{unknown health workers] (SR)-.-.-.--------- 418 
Christgau, Victor, appointed director of the 
Bureau of Old-Age and Survivors Insurance. 384 
Chromatography, paper - August ii 
Chronic illness: 
295 
National Conference on_.__.-..---------- 553 
Symposium on building positive approaches 
Ciocco, Antonio: See Part 2, Monograph No. 19. 
Civil defense, responsibility of health officers- - - 63 
Clark, Dean: Care of the long-term patient: 
Statement for American Public Health Asso- 
Cleveland HEW regional office closed (SR)--.. 104 
Clinical resources in small hospitals (MS) - - 1215 
Clinical traineeship program of the National 
Cancer Institute—A review of accomplish- 
Coccidioides immitis, survival of, in passage 
through digestive tract of mice_......-.---- 494 
Coliform detection in water by a single-step 
technique using the membrane filter [Hajna 
Commission on Chronie Illness [Roberts]...._.. 295 
Commissioned Corps Reserve of the Public 
Health Service to be expanded (SR)-___-_---- 1027 
Committee to study artificial sweeteners (SR).. 520 
Communicable disease, milk sanitation, and 
Community: 
Action factors in public health (CR) ---_-- 143 
547 
Comparison of the MF and MPN techniques in 
examining sea water [Presnell, Arcisz, and 
Compost tests for city refuse (CR)_____.----_-- 171 
Conference, child health—clientele, values, 
Conference, venereal disease, for nurses, an- 
398 
Conference on health for colleges, fourth na- 
Conference on neetis of migrants, announcement 
Conference report: American Public Health 
Association, 81st annual: 
Biological warfare 161 
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199 
Chemicals in foods- - - - 203 
Classroom problems. 181 
Community: 

145 
171 
Dental courses..........------ 148, 149, 150, 151 
149 
227 
Employee 195 
Food additives 205 
217 
221 
Health service training - - ---------------- 231 
179 
Household mortality surveys- ------------ 155 
Interview technique, dietary---.-.-..------ 156, 157 
Laboratory: 

160, 161 

aware 161 
Mental illness prevention -_---.---------- 147 
154 
Occupational health____.-.--.----- 157, 158, 159 
207 
161 
Physician distribution. 229 
Prepayment problems- ------------------ 173 
Rehabilitation goals__.....-....------- 152, 153 
197 
233 
School medical personnel_---------------- 223 
167 
Teachers colleges survey----------------- 211 
177 
Tuberculosis home care_.---------------- 219 
Vaccine, irradiated, 215 
Vestoviar 187 
225 


Conference report: American Public Health 
Association Southern Branch, 23d annual: 


849 
Health program budget losses- - 843 
Hepatitis, animal, virus forms- -- - -------- 853 
Mass testing dropped_.......-.---------- 842 
Mental health research -_____.---._------ 859 
855 
Sanitary engineering 852 
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Conference report—Continued 


Pidicncebkientdckmeceosion 844, 845, 846, 847 
Veterinarian’s 854 

848, 849, 850, 852 

Conference report: Care of the Long-Term 
Patient, second national .-..........-.------ 553 

American Hospital Association [Crosby] 

American Medical Association [Lull] (B)-. 555 
American Public Health Association 

American Public Welfare Association 

Public Health Service [Scheele] (B)....-.-. 558 

Conference report: Kentucky Public Health 
Association, sixth annual: 

What we did and how we did it, 10 reports: 
1148 
Chvistien 1148 
1145 
1146 
1147 
1148 
Henderson 1149 
1146 
1147 

Conference report: Mental Health Clinic Statis- 
tics, Ist: 

Evaluation and other research studies.._.__ 1010 

Report form, uniform...........------..- 1008 

Reporting procedures... 1010 

Conference report: Mental Hospital Admin- 
istrators and Statisticians, 4th annual: 

814 

Discharge and death rates..............-. 813 

Participants in the conference_-_.......... 810 

Uniform tabulations...................-- 811 

Conference report: Pennsylvania’s Health, 2d 
annual: Special session on brucellosis control. 410 

Human brucellosis [McCullough] (B) --- --- 413 

Pathology and transmission [Live] (B)..... 414 

Pennsylvania program [Milo] (B).--..-.-. 416 

Public health approach [Dean]_-- 410 

Veterinarian’s viewpoint [Hollister] (B).... 417 

Conference report: Rural Health, 9th national: 
Reports on physician and nurse manpower 

Girls’ club interest in hospital fields 

700 
Program for improving physician distribu- 

699 
Conference report: State and Territorial Health 
Authorities, with the Surgeon General of 
United States Public Health Service and the 
Chief of the Children’s Bureau, 52d annual: 

State of the Nation’s public health services_ - 61 
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Conference report—Continued 

Child health programs: Federal-State funds 
and current problems... 
Federal-State partnership: Problems in 
administration, research, and practice. 
Impact of research and medical education on 
Notes on the history of the Surgeon Gen- 
eral’s Conference, 
Toward critical evaluation of Federal par- 
ticipation in State health programs. _- 
Control of the environment for the health of man- 
kind (dedication symposium, Robert A. Taft 

Sanitary Engineering Center): 
Biological sciences [Woolpert] 
Buildings do not think but men do [Wolman] 


Dedication to the health of future genera- 

Our twofold responsibility in sanitary en- 
gineering [MacKenzie] 
Physical sciences [Lauffer] 
Role of engineering [Fair and McKay] (B) -- 
Role of the new center in scientific research 
Social and economic change and health en- 
gineering [Hilleboe] 
Tribute to the traditions of scientific pro- 
ficiency [Scheele] 
Cooperative organization, Iran’s public health. 
COURTER, ROBERT D.: Bat - - 
Crawford, Charles W., retires as Commissioner 
Crosby, Edwin L.: Care of the long-term patient: 
Statement for American Hospital Association 


Culicoides, studies on (MI)-..._.-.--.---.~----- 
Curriculum for training X-ray film readers for 

mass surveys 
Curry, Helen L., appointed to the National Ad- 

CUTLER, SIDNEY J. (and Haenszel): Magni- 

tude of the cancer problem... 


D 


DAMON, S. R.: See Hajna, A. A. 

DA SILVA, ORLANDO JOSE (and Lundy): 
Training of auxiliary personnel in health edu- 


(and Sylvester): 1953 summary of dis- 


84 


61 
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72 
157 
147 80 
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227 
195 
205 
217 638 
221 
179 
155 627 
209 
165 629 
157 641 > 
175 631 
161 648 
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161 634 
201 
147 626 
154 184 
159 970 
207 847 
161 854 : 
229 9 
213 167 
173 
189 835 | 
185 
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233 231 
223 222 
169 123 
167 
211 1061 
177 
219 304 
915 192 
187 
183 333 
225 
858 203 ‘ 
849 
843 
853 654 
842 DAUER, C. C.: Poliomyelitis in the United ' 
859 
855 
852 538 
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Davis, Dorland J. (CR) - 
DAVIS, DORLAND J.: Occurrence of iaflu- 

enza, July 1953 to June 


DEAN, JOSEPH O.: Brucellosis control: The 
public health approach - --_....--------.--- 
Decentralized system of health department 


accounting in Tennessee [Halliburton]-_- 
Delayed blood sugar determinations—Evalua- 
tion of blood preservative [Bowman and 
Denison, George A. (CR) - 
Dental care: 
Authorized absenteeism from school for 
For handicapped patients (CR) 
Issues in prepayment plans, wider cover- 


172, 173, 174, 175 


Studies on, for school 247 
Dental enamel opacities, fluoride and nonfluo- 
Dental training: 
Curriculum improvement 
Hygienist courses 149 
Michigar summer program (CR) 230 
Departmental “appointments: See Staff an- 
nouncements. 
Dermatitis: 
From cadmium plating (SR)--_-----_-_-- 140 
In the poultry-dressing industry (SR) -__-- 36 
DERRYBERRY, MAYHEW: Today’s health 
problems and health education 1224 
See also Skinner, Mary Lou. 
Design of public health programs for under- 
developed countries 1028 
Des Moines, Iowa, hospital insurance against 
Developing modern nutrition programs [Sebrell]. 277 
Developments in diagnostic radiology [Hilbish]. 1017 
Diabetes case-finding program through delayed 
glucose determination 240 
by 1017 
Dieldrin, experiments with, in control of rice 
field mosquitoes in 803 
Diphtheria trends, 1944—53 (SR)_.._-.-_-_---- 268 
Diplomates, preventive medicine and _ public 
health, selection of (CR)______- e.... 226, 227, 228 
Diseases: 
Summary of 1953 outbreaks.___-___.___._. 538 
See also Name of disease; Animal; Com- 
municable; Noncommunicable; Notifi- 
able. 
District of Columbia program: Toward sensible 
rehabilitation of the 
858 
DONOHUE, JAMES F. (and Remein): Long- 
term trend and economic factors of paresis 


Dorsey, William A. (CR) : 
Doster, Mildred (CR) 
Drumwright, Henry E. (CR). 
DUBOS, RENE J.: The gold- headed « caue in 
Dummett, Clifton O. 
DUNN, JOHN E., Jr. (Rowan, Erickson, and 
Siegler): Uterine cancer morbidity data______ 
Dunn, Loula: Care of the long-term patient: 
Statement for American Public Welfare As- 
DWORSKY, LEONARD B.: Industry’s con- 
cern in pollution abatement and water con- 
Dyer lecture, 1953 [Dubos] (E)- 


E 


EADS, R. B.: See Sullivan, Thelma D. 

Easlick, Kenneth A. (CR)..........---------- 

Edmundson, Walter F. 

Education: See Health education; Medical edu- 
cation. 

Edwards, Philip R.: 
22. 

Effect of a combination of SO, and H,SO, on 
guinea pigs—A preliminary report [Amdur]-- 

Effect of fluoride in drinking water on the osseous 
development of the hand and wrist in children 
{McCauley and 

Electron microscope and the Golgi substance__ _ 


See Part 2, Monograph No. 
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7, 224 
206 
365 
224 
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269 


557 


37 


365 


150 
201 


503 


671 


September ii 


Electronics and 
ELIOT, MARTHA M.: 
public health services. Child health programs: 
Federal-State funds and current problems- _-_-_ 
Employee health services information requested 


Encephalitides virus (MS) 
Endemic goiter in Latin America [Scrimshaw] 
Enforced legal isolation of tuberculous pa- 
tients—California experiment [Kupka and 


Engineering job in air pollution control [In- 
gram] 

Ennes, Howard, resigns as executive editor of 

Enterline, Philip E.: See Anderson, Robert J.; 
Bowman, Walter M. 

Environment, control of, for the health of man- 
kind: Symposium of nine addresses at the Taft 
Sanitary Engineering Center dedication____- 

Environmental factors in the Tuskegee study of 
untreated syphilis—Untreated syphilis in the 
male Negro [Olansky, Simpson, and Schuman]. 

Environmental Health Center: See Taft, Robert 
A., Sanitary Engineering Center. 
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State of the Nation’s 
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691 
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Environmental medicine in industry [Walmer]... 585 


Environmental sanitation training courses__-___ 594 
approach to traffic safety 

773 
:pidemiological studies, influenza, histoplas- 

Epidemiology course for nurses (SR) -__---_- 246, 1196 
Epidemiology in noncommunicable disease 

ERICKSON, CYRUS C.: See Dunn, John E. 


Evaluation of Hetrazan as an anthelmintic in 
children [Gabbard, Kotcher, and Pulliam]... 1087 

Evaluation of tuberculosis detection by chest 
X-ray surveys [Anderson, Enterline, Hill, and 

Exanthema, vesicular, linked to raw garbage 


F 

Fair, Gordon M. (and McKay): Control of the 

environment for the health of mankind: Role 

Fair, social service, in E] Paso, _- 588 
Federal Food, Drug, and Cosmetics Act: 

Sodium content declaration on dietary food 

Federal fund accounting system in California 

[Webster and Johusten)..................«. 375 
Federal health funds, accounting 51 
Federal-State partnership: Problems in adminis- 

tration, research, and practice [Scheele]__-_--_- 72 
Federal-State relations and grants-in-aid [Hobby]- 88 
229 
FELDHAKE, CLARENCE J.: Well drilling 

and latrine construction in rural Burma_ - - _- 391 
Fellowship, Russell M. Wilder, established - 371 
Fellowships, medical research, offered (SR) __-_-_- 864 


FERGUSON, FREDERICK F.: See McNeel, 
Travis E.; Part 2, Monograph No. 23. 

FERGUSON, MARION (and Westlake): Use 
of a sound recorder in nurses’ home visits_- _ - 471 

Field training in public health—An experimental 
program of the School of Public Health, 
University of North Carolina [McGavran, 


Richardson, Kelso, and Kenny]__--.-.-..... 288 
Fifty years ago in Public Health Reports... January ii 
Fisher, Lawrence M. 170 
Flanner House [Indianapolis, Ind.] multiple 

screening pilot study report 1180 
Flies: See Culicoides. 

Florida: 
Health program budget losses (CR) $43 
Histoplasmin and tuberculin sensitivity, 
Streptococci and rheumatic fever in Miami 877 
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Florida—Continued 
Tuberculosis among college students, State 


University report on Lion 360 
Florida’s mosquito control system [Mulrennan 
and Sowder]. 613 
Fluoridation: 
Cariostatic effect and metabolism of am- 
monium 730 


Effect of fluoride in drinking water on the 
osseous development of the hand and wrist 


802 
Medical aspects of excessive, in a water 

Waterborne, fluorides and mortality....... 450 

Fluoride and nonfluoride enamel opacities 


Fluosilicate: See Ammonium compounds. 
Food additives: 
Specific nutrients, standards of the Food 
and Nutrition Board and Council on 


Foods and Nutrition. 275 

Food and Nutrition Board committee to study 
artificial sweeteners, named 520 

Food labels, declaration of sodium content on 
780 

Food poisoning cases, use of technicians in 
_.. 206 

Food sanitation: 

Problems (CR) 166, 203 
Programs 205 


Foote, Richard H.: See Part 2, Monograph 
No. 18. 

FORD, MARIE (and Hartman): Measuring 
reader comprehension of a preschool 


Foreign Operations Administration Mission to: 
East Pakistan, report on (SR) 828 
Nepal, report on........----- . 340 


Foreign Operations Administration Public 
Health Division, report of work in under- 


developed 1028 
Formal education in sanitary science [M iller)_- 441 
Fowler, Edmund Prince (CR) -_.------------- 179 


FOX, PAUL E.: Salary trends for public health 
workers in local health departments from 


FREEDMAN, BEN: The first { State board of 

health laboratories in the United States._..._. 867 
Fritz, Edna L.: Building positive approaches to 

the chronically ill: The nurse (B)_- 465 
Froman, Seymour (CR) 169 
Frontispieces: 

January—50 years ago in Public Health 
Reports. 

February—Armed Forces Institute of Pa- 
thology Building, Army Medical Center, 
Washington, D. C. 
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Frontispieces—Continued 
March— Wisconsin State Laboratory of Hy- 
giene. 
April—World Health Day, April 7, 1954. 
May—Robert A. Taft Sanitary Engineering 
Center. 
June—Serotonin research. 
July— Waveform analysis. 
August—Paper chromatography. 
September—Electron microscope and the 
Golgi substance. 
October—Electronics and hearing. 
November—X-ray and diagnostic radiol- 
ogy. 
December—Chemical control of cancer. 
FROST, TERRENCE P.: How New Hamp- 
shire produced films on water pollution - 
FULKERSON, GLENN C.: See Tucker, Cecil. 
Fungus, pulmonary, presence of, in Korean 


G 


GABBARD, MILDRED B. (Kotcher and Pul- 
liam): Evaluation of Hetrazan as an anthel- 

Gaines, Clemens W. te 

GALINSKY, LEON J.: See Gelperin, Abraham. 

Gamma globulin: 

Effect on poliomyelitis in 1953 field trial 


996 


Tests in prevention of poliomyelitis (CR). 213, 216 


Vaccine against smallpox in India (CR)---- 
Gamma irradiation of pork for trichinosis pre- 
Garbage, linked to vesicular exanthema (CR) - - 
Garbage cooking for control of vesicular exanthe- 
GEISER, PATRICIA B.: See Leone, Nicholas. 
GELPERIN, ABRAHAM: Hospital insurance. 
against poliomyelitis in Des Moines, Iowa, 


(Galinsky, Anderson, and Iskrant): 
Trends in discharge and length of stay of pa- 
tients in a tuberculosis hospital-_-_---------- 

Geographic distribution of lung cancer mortality 
in the United States for 1948-49___________- 

Geographic study of cancer prevalence within 
an urban population 

Georgia: 

Comparative study on the test tube and 
slide methods in the Rhp testing pro- 


Mass testing program dropped (CR) 
Statistical lessons in 
Georgia’s approach to elements of planning for 
administrative action 
GEVORKIAN, VIGEN: See Aldridge, Fred- 
erick F. 
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186 
187 


985 


818 


781 


1033 


705 


425 
843 
851 


48 
188 


Geyer, Margaret L. 181 


Gibson, William C. (CR) 170 
Gillette, Helen H. (CR) 160 
Giftiem. Alexander G. 207 
GILLIAM, ALEXANDER G.: Epidemiology 

in noncommunicable 907 


See also Hoffman, Erwin F. 
Girls’ club interest in hospital fields [Thornton] 


GITLIN, JOSEPH N.: Tuberculosis expendi- 
tures in fiscal 1952 for the United States and 


Territories—An 797 
GLEESON, GERALDINE A.:: See Shafer, J. K. 
Goddess of smallpox, India____-_------------ 347 
Goiter, endemic, in Latin America___._...... 282, 284 


GOLD, EDWIN M.: See Baumgartner, Leona. 


Goldberger, Joseph, Award presented (SR) -__--- 1166 
Gold-headed cane in the laboratory [Dubos]__._._ 365 
Golgi substance and the electron  micro- 

cond September ii 
Golueke, Clarence G. 171 
186 
Gonorrhea control measures—A study in New 

Hanover County, N. C. 
Gotees, B. 171 
Grants and fellowships: 

Cancer research applications (SR)_..._._._. 704 
Federal-State relations 88 
Medical technology, careers in (SR) ---- - - - 449 
Mental health, closing date (SR)....._..._.. 1032 
Greece, public health technical assistance pro- 

845 
849 
Greenhouse, Samuel W. (CR) 192 
Greve, Bell: Building positive approaches to the 

chronically ill: The volunteer (B)_-_-.------ 469 
GRIMES, J. E.: See Sullivan; Thelma D. 

Group A beta hemolytic streptococci and rheu- 

matic fever in Miami, Fla. A preliminary 

report [Saslaw and Streitfeld]...........---- 877 
231 
Growth of the health center idea in Latin 

GURALNICK, LILLIAN: Population losses 

through death, 738 
GUTHRIE, RILEY H.: Mental health programs 

of the States—Recommendations based on 

studies of current practices...........--.--- 649 

H 
HAENSZEL, WILLIAM M.: See Cutler, 

Sidney J. 

HAGAN, THOMAS L. (Pasternack and Scholz): 

Waterborne fluorides and mortality 450 
HAIG, RENA (Mackenzie and Laughlin): Re- 

cipients of stipends for training in public 

899 
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81 


207 


224 


399 


HAJNA, A. A. (and Damon): Coliform detection — 
in water by a single-step technique using the 


58 
HALDEMAN, JACK C-.: Local health organiza- 

tion—A progress report...--..-...--------- 1047 


HALLIBURTON, HUGH B.: A decentralized 
system of health department accounting in 


HALSE, LAURA M. (and Liberti): Prenatal 

héalth examination legislation 105 
Halverson, Wilton L.: Address, presidential, at 

the 8lst APHA meeting (E)--.------------- 141 


Handicapped child: 
Health programs and their aid to the (CR). ——-196 
Cerebral palsy reporting in New York. 199 


Denver cardiac clinic (CR)___-_---_-- “197 
New York City heart disease program 
Special classes (CR) .........-.------ 198 
Self understanding of parents of 702 
Handicapped patient, dental care for (CR) _---- 198 
Hanford Atomic Products Operation employees 
883 


HANLON, JOHN J.: The design of public 
health programs for underdeveloped coun- 


187 
HARRINGTON, FLOYD: Accounting for Fed- 
eral health funds in the Oklahoma State 
HARRIS, AD: See also Olansky, Sidney. 
HARRIS, LESLIE J.: Unknowns in vitamin C_ 429 
HARTMAN, EVELYN E-.: See Ford, Marie. 
Harvey, John L., appointed Deputy Commis- 
sioner of the Food and Drug Administration. 1063 
Hawaii, public health contrasts in, 1850-1953__ 403 
HAYES, WAYLAND J., Jr.: Agricultural 


chemicals and public health__._-......----- 893 
Health careers: A national project to alert high 


Health center idea, growth of, in Latin America. 130 
Heatth clinics in the Helembu, Nepal—High 


altitude health survey --- 340 
Health education: 
And today’s health problems- 1224 
Brazil, training of auxiliary personnel - - - - - 654 
Industrial employees 883 
Mental health implications of............ 
1107 


Health education for industrial employees at 
the Hanford Atomic Products Operation 


Health education for outpatients [Skinner and 


Health education via television: 
“Health of our city” in Grand — 
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Health education via television—Continued 
Three TV series in Washington, D. C. 


“Your lease on life” in Denver [Pinckney]. 606 
Health facilities: 
Inventory of nursing homes- 1122 
Survey of Auburn, Mass.-............-.- 398 
Health funds, Federal, accounting for, in 
Oklahoma State Health 51 
Health maintenance services information re- 
1042 
Health methods, use of, in India, Japan, and 


Hearing and electronies_-—___-.-...------ October ii 


Hearing loss: 


And _..... October ii 
And industrial noise, study of_-____.___-_- 815 
Compensation legislation in Wisconsin..... 953 
_HEIMANN, HARRY: An industrial hygiene 
Helembu, Nepal, health clinies_............-- 340 
HELLAMS, A. A.: A program for promoting 
mental health in the Oklahoma schools- - - 1074 
Hemagglutination test, a diagnostic tool-- 163 
Hepatitis, animal, viral forms (CR) 853 
Herrmann, Charles A. 
224 
Hetrazan, evaluation of, as an anthelmintic in 
Heyroth, Francis F., appointed to the National 
Advisory Dental Research Council. 1120 
Hickey, Maurice J., appointed to the National 
Advisory Dental Research Council_--_ 1120 
233 
HILBISH, THEODORE F.: Developments in 
1017 


HILL, FRANK J.: See Anderson, Robert J. 

HILLEBOE, HERMAN E.: Control of the 
environment for the health of mankind: 
Social and economic change and health 


634 
Hilleman, Maurice R. (CR)..-......----.--.. 208 
Histoplasmin and tuberculin sensitivity—Flor- 

ida, 1954 [Bond and Whitlock]. 1141 
Histoplasmosis studies (CR)_...........-.-- 207, 208 
Hoaglin, LeMar (CR)-_..-...--------..------ 190 
154 


Hobby, Oveta Culp: Control of the environ- 
ment for the health of mankind: Dedication 


to the health of future generations 627 
HOBBY, OVETA CULP: Federal-State rela- 

tions and grants-in-aid. 88 
Hoffert, Warren R. (CR) - 186 


HOFFMAN, ERWIN F. (and Gilliam): Lung 
cancer mortality--Geographic distribution in 
the United States, 10383 
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Holland, Albert H., Jr., appointed medical 
director of the Food and Drug Administration_ 
HOLLAND, JAMES F.: Chemical control of 
cancer—PHR 
Hollis, Mark D.: Control of the environment 
for the health of mankind: Role of the new 
center in scientific research (B)____________- 
Hollister, C. J.: Brucellosis control: Veter- 
inarian’s viewpoint (B)_______- 
Hoimes, Edward M., Jr. 
Home care for the long-term patient __ 
Homes, nursing, and related facilities, inventory- 
HOPKINS, GLEN J.: See Schwob, Carl E. 
Hospital administration: 
Cooperation with other agencies in the care 
of the long-term patient______________- 
Income and expense ratios, 1951_________- 
Routine chest X-ray of all patients on 
Trends in discharge and length of stay of 
Hospital data, use of, in studying the association 
between a characteristic and a disease _ _ - 
Hospital development in Latin America, Servicio 
Hospital income and expense ratios, 1951 [Pen- 
nell, Altenderfer, Sigmond, and Altman]___- 
Hospital insurance against poliomyelitis in Des 
Moines, Iowa, 1952 
Hospital reimbursement for welfare patients— 
Three steps to sound financing [Sibley]- 
Hospital services in Latin America________-__- 


Hospital, the inedical center, the community 
House mouse and murine typhus in Mississippi 


How New Hampshire produced films on water 
Hucbaer, Robert J. 
Human brucellosis in brucellosis control [Me- 
Cullough] 
Hundley, James M. (CR)_- 
HUTTON, GERALD L.: Public control of radi- 
Hyde, Henry van Zile, elected chairman WHO 
Executive " 
Hypertension, toad venom for__- 


I 
Ideas: 
Baby sitter, infectious_ 
CD control format______ 
Typhoid tracer 
Immune-adherence test for syphilis—Compari- 
son with TPI and VDRL slide tests [Olansky, 
Immunization: 
Information for international travel (SR) -_- 
Results with DTP antigen (CR)____-__--- 


XIV 
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648 


417 
147 
823 
1121 


591 


571 
859 
183 
190 


413 
855 


1133 


720 
June ii 


486 
574 
390 


521 


1214 
168 


Immunology, trend in: Antigens, phages, 
Impact of research and medical education on 
public health 80 
India: 
Goddess of 347 
Industrial hygiene project in___---------- 595 
Use of modern health methods in--------- 165 
Indian health services transferred to Public 
Health Service (SR)_-.-...---------------- 866 
Indianapolis, Ind., project on multiple screening 4 
Indians’ right to State services (LN) -_--------- 944 
Industrial hygiene in Latin America [Bloom- 
Industrial hygiene project in India [Heimann]__. 595 
Industrial hygiene: See also Occupational health. 
Industry’s concern in pollution abatement and 
water conservation measures [Dworsky]-_----- 37 
Industry’s contributions to air pollution control 
728 
Infant feeding, visual aids (SR) 552 
Influenza, occurrence of, July 1953 to June 1954. 1150 
Influenza studies: 
Antigenic components in type A (CR)--..-_ 209 
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